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FOR THOSE WHO DEVELOP 
NASAL CONGESTION 


ON RESERPINE THERAPY 


(PYRROBUTAMINE, LILLY) 


About 50% of all patients 
experience this annoying side- 
effect. ‘Sandril’ @ ‘Pyronil’ 
relieves 75% of those affected. 


Each tablet combines 0.25 mg. 
‘Sandril’ and 7.5 mg. ‘Pyronil.’ 
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the logical drug 
to use first! 


for petit mal epilepsy 


MILONTIN 


(phensuximide, Parke-Davis) 
KAPSEALS®* and SUSPENSION 


five years of study confirm’ 

- effective in the petit mal triad 

- one of the least toxic of all anti-epileptic drugs 
- well tolerated 


In patients with mixed grand mal—petit mal epilepsy, 

drug compatibility permits use of MILONTIN 

with Dilantin® Sodium (diphenylhydantoin sodium, Parke-Davis) 
or with Dilantin Sodium with Phenobarbital. 


MILONTIN Kapseals, 0.5 Gm., bottles of 100 and 1,000; also available 
as MILONTIN Suspension (250 mg. per 4 cc.) in 16-ounce bottles. 


Detailed information upon request, or from your Parke-Davis representative. 


1. Davidson, D. T., Jr.; Lombroso, C., & Markham, C. H.: New England J. Med. 253:173, 1955. 
2. Zimmerman, F. T.: New York J. Med. 55:2338, 1955. 
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DOCTORS EVERYWHERE NOW KNOW WHY 


Viceroys Are Smoother 


t 


Professional men who have studied the many filters as the other two largest-selling 
microscopic analysis of the Viceroy filter filter brands. That is why Viceroys are 
now know why the Viceroy taste is smoother by far—never, never rough. That 
smoother—never rough. Only Viceroy has_ is why so many doctors now smoke and 
20,000 tiny filters in every tip—twice as recommend Viceroys. 


Yes, smoother taste because there are 
TWICE AS MANY FILTERS 


IN EVERY VICEROY TIP 
as the other two largest-selling filter brands! 


SVICEROY | 


Filter Tip 
CIGARETTES 


Viceroy’s exclusive filter is made from 
pure cellulose—soft, snow-white, natural! KING-SIZE 


j 
: 
a 
4 


JULY, 1956 DELAWARE STATE MEDICAL JOURNAL 


NOW AVAILABLE.... 
a new unique antibiotic 
PROVED EFFECTIVE 
AGAINST SPECIFIC 
ORGANISMS (staphylococci and proteus) 
RESISTANT TO ALL OTHER 


ANTIMICROBIAL AGENTS 
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overcome specific 


infections that do 


mot respond to any 


other 


1,2,3 


antibioties.... 
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REFERENCES: 


ye resistant pathogens are the tough survivors of 
a dozen widely used antibiotics. Certain organisms, 
notably Staphylococcus aureus* and susceptible strains of 
Proteus vulgaris produce infections which have been re- 
sistant to a// clinically useful antibiotics. 

To augment your armamentarium against these resistant 
infections, ‘CarHomycin’ (Novobiocin, Merck), derived 
from an organism recently discovered and isolated in the 
Merck Sharp & Dohme Research Laboratories’, is now 
available. 

SPECTRUM —‘ Catuomycin’ has also been shown 
to be active against other organisms including—D. pneu- 
moniae, N. intracellularis, 8S. pyogenes, 8. viridans and H., 
pertussis, but clinical evidence must be further evaluated 
before ‘CarHomycin’ can be recommended for these patho- 
gens. 

ACTION—‘CatHomycin’ in optimum concentration is bac- 
tericidal. Cross-resistance with other antibiotics has not 
been observed.? 

TOLERANCE—‘Caruomycin’ is generally well tolerated by 
patients, 568.9 10. 11 


CATHOMYCIN 


(Crystalline Sodium Novobiocin, Merck) 


ABSORPTION—‘Catuomycin’ is readily absorbed and 
cral dosage produces significant blood and tissue levels 
which persist for at least 12 hours.’ 

INDICATIONS: Clinically ‘CarHomycin’ has proved effective 
for cellulitis, carbuncles, skin abscesses, wounds, felons, 
paronychiae, varicose ulcer, pyogenic dermatoses, septi- 
cemia, bacteremia, pneumonia and enteritis due to Staphy- 
lococcus and infections caused by susceptible strains of 
Proteus vulgaris.® 7.9.10. 11,12, 13,14 Also it is of particular 
value as an adjunct in surgery since staphylococcic infec- 
tions seem prone to complicate post-operative courses. 
SUPPLIED: “CatHomycin’ Sodium (Crystalline Sodium 
Novobiocin, Merck) in capsules of 250 mg., bottles of 16. 
‘CATHOMYCIN’ is a trademark of Merck & Co., Inc. 
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SODIUM 


Philadelphia 1, Pa. 
Division or Merckx a Co., Inc. 
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QUIESCENCE AND 


EMOTIONAL DETACHMENT 


NEW Potent Ataraxic 


HYDROCHLORIDE 


Promazine Hydrochioride 
10-{-y-dimethy! n-propyl)-ph hydrochloride 
7 


INDICATIONS: 

@ The acute alcoholic!*—delirium tre- 
mens, acute hallucinosis, tremulousness 

@ The acute psychotic'—acute excita- 
tion due to various psychoses 

@ The drug addict!—withdrawal syn- 
drome: nausea, vomiting, muscle and 
bone pains, abdominal cramps, gen- 
eral malaise 


FINDINGS: 

“The drug...is effective in... maintain- 
ing these subjects in a quiescent detached 
state.... Complications such 1s jaundice, 
... dermatitis, edema, lactation, basal 
ganglion disturbances, or depression were 
not observed during these studies.”! 


As with any new and potent agent, it is well to be fully 
informed on the precautions of use and the possibility 
of side-effects. Before prescribing SPARINE, the physi- 
cian should consult the direction circular. 


For intravenous, intramuscular, or oral 
admini. jon. 
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BETTER 


results are obtained 

with STERANE'—8 to 5 
times more active than 
hydrocortisone or cortisone. 


BREATHING 


capacity is greatly enhanced. 
“Relief of symptoms is more 

complete and maintained for 

longer periods with relatively 
small doses.” 


BALANCE 


of minerals and fluids usually 
remains undisturbed. This 
proves “especially advan- 
tageous in those patients with 
cardiac failure requiring 
therapy...’ 


in bronchial asthma 


brand of prednisolone 


Supplied: White, 5 mg. oral tablets, 7 
bottles of 20 and 100. Pink, 1 mg. 7 @ 
oral tablets, bottles of 100. 

Both deep-scored. 


1. Johnston, T. G., and Cazort, A. G.: 
J. Allergy 27:90, 1956. 2. Schwartz, E.: 
New York J. Med. 56:570, 1956. 

3. Schiller, I. W., et al.: J. Allergy 
27:96, 1956. 


PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, New York 
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THE MILLTOWN MOLECULE 


tranquilizer well suited for prolonged therapy 


ORGANIC 
CONTRAINDICATIONS 


reported to date 


@ well tolerated, non-addictive, essentially non-toxic 

@ no blood dyscrasias, liver toxicity, Parkinson-like syndrome or nasal stuffiness 
e@ chemically unrelated to chlorpromazine or reserpine 

@ does not produce significant depression 

@ orally effective within 30 minutes for a period of 6 hours 


Indications: anxiety and tension states, muscle spasm. 


Miltown 


the original meprobamate—2-methy!-2-n-propyl-1,3-propanediol dicarbamate—U.S. Patent 2,724,720 
SUPPLIED: 400 mg. scored tablets. Usual dose: 1 or 2 tablets t.i.d. 


DISCOVERED AND INTRODUCED by Wallace Laboratories, New Brunswick, N. J. Vy, 
Literature and Samples Available on Request ) @ 
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looked over often... 


the patient with nonspecific rheumatism 


NOW-thoroughgoing relief with 


NEw 


SIGMAGE 


TABLETS 


ProGmisome O75 mg. — best of the new 
Acetylsalicylic acid . .. 325 mg —best of the old 
Ascorbic acid ...... 20mg. 


Aluminum hydroxide 


combining 


75 mg. 


antirheumatic « anti-inflammatory + analgesic + supportive 


Combined effectiveness of the antirheumatic 
agents in SIGMAGEN permits maintenance of clinical 
relief at minimal dosages. 


SIGMAGEN,* brand of corticoid-analgesic compound, 
*T.M. 
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IS THE DIFFERENCE 
BETWEEN A TRANQUILIZER 


Comparison of the effect of Raudixin ( tranquilizer Janda 
barbiturate (sedative) on the cortical electroencephalogram 


No drug. 


After Raudixin. E.E.G. not altered. 


After barbiturate. Typica 


spindling” effect. 


Because barbiturates and other sedatives depress the cerebral cor- 
tex, the sedation achieved is accompanied by a reduction in mental 
alertness. 


Raudixin acts in the area of the midbrain and diencephalon, and 
does not depress the cerebral cortex. Consequently, the tranquiliz~ 
ing (ataractic) effect achieved is generally free of loss of alertness. 


RAUDIXIN 


Squibb Whole Root Rauwolfia Serpentina 


DOSAGE: 100 mg. b.i.d. initially; may be adjusted within a range of 50 
mg. to 500 mg. daily. Most patients can be adequately maintained on 
100 mg. to 200 mg. per day. 


suppPcty: 50 mg. and 100 mg. tablets; bottles of 100, 1000 and 5000. 


Squibb Quality—the Priceless Ingredient 


‘RAUDIXIN’® IS A SQUIBB TRADEMARK 
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ON 
REPETABS 
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ication 
maleate. 
cT-4-766 


Rerstass,® Repeat Action Tablets. 


...affording optimal patient comfort. 


* 
iple-release granules or t.i.d. med 


+4 


Cy» 


Curorn-Taimeton® Maleate, brand of chi 


CHLOR-TRIMETON 


REPETABS, 8 and 12 mg. 


“Because they quickly attain and maintain a prolonged, therapeutic 


® 
> 


plateau, CHLOR-TRIMETON REPETABS avoid the wave-like levels 


which may be produced by mult 


plateau therapy 


| | and | 12 mg. | 
| 
: orproph »>vridamil 
- 


42 milligrams of sodium 
per 18.8 gram slice 


4°77 calories per slice 


for special diets 


LOW 
SODIUM 
BREAD 


developed by RICE 


Fusing the need for a nutritive basic 
food that may be included in diets 
demanding a minimum of fat or salt 
content. Tests made by three independent 
research laboratories established the 
analytical specifications given above. 
Rice’s white LOW SODIUM BREAD, 
wrapped in aluminum foil and waxed 
paper, is delivered to the home by Rice 
routemen. Doctor’s samples furnished on 


written request using medical letterhead. 


LOW SODIUM 


AG 


For variation in special 
diets, Rice’s also produce 
low sodium soya blue- 
berry muffins and low 


sodium rice flour cookies. 


RICE’S BAKERY 
Baltimore 


Wilmington 
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FEVER 


OLDS, 
NUSITIS 


siologically balanced formulet 
well known widely used 


ephri HCI, 0, 


dependable decongestant: | 
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¢« faster relief of pain, 
photophobia 


e better control of inflammation, 
edema, allergy 


e effective against common eye 
pathogens 


¢ extremely well tolerated 


for inflammatory, allergic, infectious or traumatic 
eye conditions amenable to topical therapy—rapid, 


potent, topical Meti-steroid and anti-infective action 


gupplied: MeTimyp Ophthalmic Suspension-Sterile: prednisolone acetate 
cee (METICORTELONE Acetate) 5 mg. per cc. (0.5%) suspended in an isotonic 

5 buffered and preserved solution of sulfacetamide sodium 100 mg. perce, = 
(10%), 5 ce. dropper bottle. Metimyp Ointment with Neomycin: each gram 
contains 5 mg. prednisolone acetate (METICORTELONE Acetate), 100 mg. 
gulfacetamide sodium and 2.5 mg. neomycin sulfate (equivalent to 1.75 mg. | 
| | neomycin base); 4% oz. tube, boxes of 1 and 12. | a 
Metimyp,” brand of prednisolone acetate and sulfacetamide sodium. 
_METICORTELONE,® brand of prednisolone. 
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because a diuretic 
Id be able to control | 


. 


PATIENTS IN FAILURE NEED AN ORGANOMERCURIAL 


Certain diuretics are apt to mask the gradual onset of severe failure because they 
are effective only in the milder ambulatory cardiacs. The recurrent accumulation of 
fluid permitted by intermittent or arbitrarily limited dosage must eventually pro- 
gress to more severe decompensation. 


Because they can control any grade of failure, the organomercurials improve prog- 
nosis and prolong life. 


EQUIVALENT TO 10 MG. OF NON-IONIC MERCURY IN EACH TABLET) 


a standard for initial control of severe failure 


MERCUHYDRIN® SODIUM 
LAKESIDE BRAND OF MERALLURIDE INJECTION 
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ow to w friends... 
The Best Tasting Aspirin you can prescribe. 
The Flavor Remains Stable down to the last tablet. 
25¢ Bottle of 48 tablets (1% grs. each). 


We will be pleased to send samples on request. 


THE BAYER COMPANY DIVISION 
of Sterting Drug tInc. 


1450 Broadway, New York 18, N. Y. 
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Only Meat 
Meat 


Suppose we suddenly found ourselves in a 
“‘Brave New World,” in which all the rich protein, the B 
vitamins (including the important B,.), the minerals, and 
all the other nutrients of a juicy steak or a succulent pork 
chop could be compressed into a capsule. Suppose we were 
to take one or two such capsules each day. What would 
happen? 

Would we be just as healthy? Would we 

be as happy? 


There is something about man’s wish for 
meat that cannot be satisfied by chemical or mathematical 
analyses. The feeling of satisfaction, the downright enjoy- 
ment of biting into and chewing, the pleasurable effect of 
having eaten well... all these make meat more than just 
an impressive list of essential nutrients. Long before man 
knew anything about the science of nutrition he knew meat 
was part and parcel of his health and his joy of eating and 
of living. 

Other foods may be fortified and enriched, 

but none can ever take the place of meat. 


Only meat is meat. 


The nutritional statements made in this advertisement 
have been reviewed by the Council on Foods and Nutri- 
tion of the American Medical Association and found 
consistent with current authoritative medical opinion. 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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BUTAZOLIDIN 


(phenylbutazone GEiGy) 


potent, specific 
anti-arthritic 


Based on an impressive background of achievement attained 
over a period of four years involving both long-term and 
short-term therapy in all the major forms of arthritis, 
BUTAZOLIDIN is recognized as one of the most effective 
anti-arthritic agents currently available. 


lieves pain 
improves function 
resolves inflammation 


BUTAZOLIDIN being ao potent therapeutic agent, physicians unfamiliar 
with its use are urged to send for literature before prescribing it. 


GEIGY 


Geiny GEIGY PHARMACEUTICALS, Division of Geigy Chemica! Corporation, New York 13, N.Y. 
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THOROUGH PENETRATION WITH VAGISEC® COMBATS 


jelly and liquid 


FLARE-UPS 


OF VAGINAL TRICHOMONIASIS 


Vacisec liquid is the unique trichomonacide 
that explodes trichomonads within 15 seconds. 
It is a proved combination of three chemical 
agents which penetrates to hidden trichomon- 
ads and eliminates failure of treatment and 
flare-ups due to lack of penetration. 


VAGISEC liquid penetrates to trichomonads buried among the 
vaginal rugae and imbedded in mucus and desquamated cells. 
Hidden trichomonads. Trichomonads do 
not exist in the vaginal secretion alone. They 
are vigorously motile and burrow deeply into 
the surface of the vaginal mucosa where cel- 
lular debris and mucus cover them. VacIsEc 
liquid lowers surface tension, penetrates the 
cellular debris and dissolves mucoid material!-? 
that lines the vaginal wall and lies buried 
among the rugae. It reaches and explodes hid- 
den as well as surface trichomonads. 


Unique overpowering action. Vacisec 
liquid combines a chelating agent and two 
surface-acting agents that act in balanced 
blend to weaken the trichomonad’s cell mem- 
brane, to remove its waxes and lipids, and to 
denature its proteins. The parasite imbibes 
water, swells up and explodes. No other agent 
or combination of agents kills the trichomonad 
in this specific fashion, or with this speed. 

Trichomonads explode within 15 sec- 
onds. “Motion pictures taken through a phase- 
contrast microscope at 24 frames per second 
show that individual trichomonads are de- 
stroyed within 10 to 14 seconds after contact 

” with solution of Vacisec liquid.* 


The Davis technique.+ The remarkable 
speed and uniquely effective action of this 


trichomonacide are the result of the intensive 
research of its originators, Dr. Carl Henry 
Davis, well-known gynecologist and author, 
and C. G. Grand, research physiologist, who 
introduced the agent as “Carlendacide” and 
had it clinically tested by more than 150 
physicians, including over 100 ‘leaders in ob- 
stetrics and gynecology.2* In this extensive 
evaluation, better than “. . . 90 per cent of 
apparent cures have been obtained. . . .””* For 
“the small percentage of women who have an 
involvement of cervical, vestibular or urethral 
glands, other treatments will be required.” 


Office treatment. Expose vagina with spec- 
ulum. Wipe walls dry with cotton sponges 
and wash thoroughly for about three minutes 
with a 1:100 dilution of Vacisec liquid. Re- 
move excess fluid with cotton sponges. Office 
treatments are an integral part of the Davis 
technique. 


Home treatment. Prescribe both Vacisec 
liquid and jelly. Patient douches with Vacisec 
liquid every night or morning and then inserts 
VaciseEc jelly. Home treatment is continued 
through two menstrual cycles, but omitted on 
office treatment days. Douching contraindi- 
cated in pregnancy. 

Summary. Vacisec liquid penetrates to hid- 
den trichomonads and explodes them in 15 
seconds. Vacisec jelly and liquid are non- 
toxic and non-irritating, leave no messy dis- 
charge or staining. Vactsec liquid and jelly 
have been clinically tested and proved a re- 
markably fast-acting, effective treatment for 
vaginal trichomoniasis. 


Active ingredients: Polyoxyethylene nonyl phenol, Sodium 
ethylene diamine tetra-acetate, Sodium dioctyl sulfosuc- 
cinate. In addition, Vacisec jelly contains Boric acid, 
Alcohol 5% by weight. 


iw C. H.: Am. J. Obst. & Gynec. 68:559 ( Aug.) 


2. Davis, C. H.: West. J. Surg. 63:53 (Feb.) 1955. 
8. Davis, C. H.: J.A.M.A. 157:126 (Jan. 8) 1955. 


tPat. App. for 
VAGISEC is a registered trade-mark of Julius Schmid, Inc. 


JULIUS SCHMID, Inc., gynecological division 


423 West 55th Street, New York 19, N. Y. 


: 
ii JULY, 1 
is 
ta 
q 
1 
i 
2 
i 
Ag 
ria 
the 
4 
Hi: 
4 
Ed 
& 
Si 
4 
¢ 


JULY, 1956 DELAWARE STATE MEDICAL JOURNAL xxii 


Peach-flavored, 


peach-colored, newest 
liquid form of the 
cstablished broad- 
spectrum antibiotic... 
TERRAMYCIN®t 

125 mg. per 5 ce. 
teaspoonful; 

specially homogenized 
for rapid absorption; 
bottles of 2 fl. oz. 


and 1 pint, packaged 
ready to use. 


elightful peach taste 
broad-spectrum therapy 


BRAND OF OXYTETRACYCLINE 
PFIZER LABORATORIES, Division, Chas. Pfizer & Co., Ine., Brooklyn 6, N. Y. Pfizer 


tBrand of oxytetracycline 
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ortest-acting | oral 


« 


(SECOBARBITAL SODIUM, LILLY) 


When simple insomnia is the presenting complaint, a bedtime dose of ‘Seconal 
Sodium’ is often indicated. Its effect is prompt—within fifteen to thirty 
minutes; relaxation and sleep follow quickly. Your patient awakens refreshed 
and well rested. 


Available in 1/2, 3/4, and 1 1/2-grain pulvules at pharmacies everywhere. 


( ANNIVERSARY 1876 + 1956 / ELI LILLY AND COMPANY 
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STUDIES ON THE STAPHYLOCOCCUS 
IV Treatment of Staphylococcal Sepsis 


WituiaM J. Hoitioway, M.D.* 
and 
Etvyn G. Scott, M.T.** 


Since the introduction of antibiotic ther- 
apy into clinical medicine, the mortality of 
many infectious diseases has been marked- 
ly reduced. This has not been the case, 
however, in staphylococcal septicemia,’ due 
probably to the ability of the organism to 
“adapt” to an antibiotic environment. 
Gratifying results have been achieved in the 
treatment of local staphylococcal infection,’ 
but mortality rates of over 50 per cent have 
been reported in staphylococcal sepsis.** 

It is conceivable that in the future no 
single antibiotic will be developed to com- 
bat successfully severe staphylococcal in- 
fection. Reduction of mortality, therefore, 
will depend on the skillful use of combined 
agents, along with intelligent supportive 
therapy. 

In a recent monograph on the staphylo- 
coccus, Spink* outlined several important 
procedures to be followed in the treatment 
of severe staphylococcal sepsis. Their im- 
portance cannot be overemphasized in en- 
suring a successful outcome. 


RECOMMENDED TREATMENT OF 
STAPHYLOCOCCAL INFECTIONS 
ACCORDING TO SPINK’ 


1. Isolation and identification of offending or- 
ganism prior to treatment. 


. Surgical drainage of all suppurative and ne- 
crotic tissues and cavities. 

. Treatment with a combination of antibiotics 
pending report of vitro sensitivities. 

. Aggressive and persistent treatment. 


FIG. I 


WNW 


Penicillin continues as the drug of choice 
in infections due to _penicillin-sensitive 
staphylococci. Fisher et al? have suggested 
that even when the organism is resistant to 
penicillin, the patient should be treated 
with massive doses of the antibiotic. This 


* Assistant in Medicine, ** Bacteriologist, The Delaware Hos- 
pital, Inc. 


was based on the fact that all their cases 
of staphylococcal endocarditis who sur- 
vived, were given penicillin, regardless of 
the in vitro sensitivity. 


SUGGESTED THERAPEUTIC REGIMEN IN TREATMENT OF 
STAPHYLOCOCCAL SEPTICEMIA 


- Penicillin bacitracin 

- Penicillin erythromycin or chloramphenico! 
- Bacitracin / erythromycin or chloramphenico| 
- Penicillin / streptomycin 


Neomycin / 


FIG. 2 
Penicillin should not be used alone in the 


treatment of a sensitive or resistant sta- 
phylococcal infection. Combining this drug 
with another antibiotic will reduce the pos- 
sibility of emergence of resistant strains. 
In this locale, the low incidence of resist- 
ance to chloramphenicol and erythromycin* 
would recommend the use of either with 
penicillin. In cases of penicillin-resistant 
staphylococcal infection where the renal 
function is adequate, Spink recommends 
the combination of bacitracin with either 
chloramphenicol or erythromycin. 

Streptomycin is of limited value in the 
treatment of staphylococcal infections. We’ 
have confirmed other findings, that if the 
organism is penicillin-resistant, it is usually 
streptomycin-resistant. The combination of 
these two drugs, however, may be used in 
treating infection by a sensitive strain. 

In vitro sensitivities indicate neomycin 
as an effective agent against the staphylo- 
coccus. However, because of inherent tox- 
icity, it should be reserved for emergency 
measures only. 

The several possible combinations of an- 
tibiotics useful in the treatment of staphylo- 
coccal septicemia make some detailed in 
vitro study essential. We have found that 
the Schlichter test,° assaying the antibac- 
terial activity of the patient’s serum against 
the organism originally isolated, is a val- 
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uable practical aid in evaluating effective 
antibiotic therapy. 


Case Reports 


During the period from 1950 to date, 
there have been twelve cases of Staph. 
aureus septicemia at the Delaware Hos- 
pital, with a 50 per cent mortality. 


MORTALITY OF 
STAPHYLOCOCCAL SEPTICEMIA 
(Delaware Hospital 1950-1955) 


Organism and Sensitivity Number of Cases Deaths 


Staph. aureus 3 1 


(penicillin-sensitive) 


we 9 5 
(penicillin-resistant) 


FIG. 3 


Three of the twelve cases are worthy of 
brief comment, in that they illustrate some 
of the aforementioned points. 


JULY, 1956 


(CHART 1) 


Case 1. R. H. (D H 223112). A 14 year 
old male admitted with the chief com- 
plaints of pain in the left hip and fever. 
Physical examination revealed pneumonia 
of the left lower lobe. This was confirmed 
by x-ray. An x-ray of the hip was negative. 
Blood cultures taken on the first and second 
hospital day revealed a coagulase-positive, 
hemolytic Staph. aureus. A similar organ- 
ism was isolated from the throat culture. 
All of these organisms isolated were sen- 
sitive to penicillin, erythromycin, tetra- 
cycline and chloramphenicol. The patient 
received 1.2 million units of penicillin the 
second hospital day and 3.6 million units 
per day for 10 more days. Erythromycin, 
2.4 Gm. per day, was administered with the 
penicillin for 10 days. The pneumonia had 
resolved before antibiotic therapy was ter- 
minated and the patient made an unevent- 
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ful recovery. No explanation was found for 
the hip pain. 

Comment. This case of pneumonia com- 
plicated by staphylococcal septicemia, re- 
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of admission, the patient exhibited a gen- 
eralized rash and periorbital edema. Fever 
and a precordial grade 1 systolic murmur 
were the only other positive physical find- 


\ > 100 
105° Aureo *=.05 
erythro + 0.62 cc 
10+° 
193° > 
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Chart 2 


sponded well to therapy. This was expect- 
ed, because the causative organism was 
sensitive to penicillin, as well as to erythro- 
mycin, tetracycline and chloramphenicol. A 
combination of antibiotics was used to safe- 
guard against the possible emergence of 
resistant strains. The antibiotic dosage 
used was considered adequate and this was 
supported by a Schliciiter titer of 1:32. 


(CHART 2) 


Case 2. A. A. (D H 206091). A 12 year 
old male was admitted with the history of 
fever, chills and cough of four days dura- 
tion. Pneumonia was diagnosed by his phy- 
sician, and he was given penicillin daily 
for 3 days prior te admission. On the day 


ings. X-ray examination revealed a lung 
abscess, and bacteriologic examination re- 
vealed positive blood cultures for coagulase- 
positive hemolytic Staph. aureus during the 
first hospital days. This organism was re- 
sistant to penicillin and sensitive to ery- 
thromycin, aureomycin and _ terramycin. 
Therapy with aureomycin (3.0 Gm. per 
day) was started on the third hospital day 
and continued to the thirteenth hospital 
day. The initial response to aureomycin 
wa: satisfactory, but failure to maintain 
tnis remission prompted the replacement of 
aurzomycin by erythromycin. This drug 
was given for 11 days, 1.2 Gm. per day 
imtially, followed by 2.4 Gm. daily. 
Erythromycin was discontinued at the time 
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of a second relapse, and replaced by a com- 
bination of penicillin (9.6 million units a 
day) and streptomycin (1.0 Gm. per day). 
Failure of this regimen to sterilize the blood 
stream was evidenced by a positive blood 
culture on the day of death. (The blood 
urea nitrogen was 75 mgm. per cent on the 
day of death.) Post mortem examination 
revealed a splenic abscess, which on culture 
grew a coagulase-positive, penicillin-resist- 
ant Staph. aureus, and multiple septic in- 
farcts of the lungs. An unexpected post 
mortem finding was acute glomerulone- 
phritis. 

Comment. Although the organism in this 
case was sensitive in vitro to aureomycin 
and erythromycin, neither drug was suc- 
cessful in supressing the clinical infection. 
During therapy with aureomycin, a Schlich- 
ter determination revealed that the pa- 
tient’s serum did not inhibit the original 


organism. In retrospect, we would recom- 
mend that the aureomycin and erythromy- 
cin might well have been given simultane- 
ously. A combination of antibiotics earlier 
in the treatment of this case may possibly 
have altered the outcome. Penicillin and 
streptomycin were used in combination late 
in the treatment schedule. Since the or- 
ganism was penicillin-resistant, and thus 
likely to be also streptomycin-resistant, the 
use of another drug with penicillin might 
have been more effective. 


(CHART 3) 


Case 3. V. B. (D H 228610). An 8 year 
old female admitted with the chief com- 
plaints of sore throat, fever and epistaxis. 
Positive physical findings on admission 
were limited to pharyngitis and fever. On 
the day following admission, the right knee 
joint was discovered to be hot, swollen and 
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tender. Purulent synovial fluid was ob- 
tained on aspiration, and culture of this 
aspirant revealed a coagulase-positive, hem- 
olytic Staph. aureus, penicillin-resistant 
and sensitive to tetracycline, erythromycin 
and chloramphenicol. A_ blood culture 
taken on the first hospital day was nega- 
tive, but cultures on the second and third 
hospital day revealed a Staph. aureus with 
the same sensitivities as the strain isolated 
from the knee joint. Therapy was insti- 
tuted with a combination of penicillin and 
tetracycline. Upon completion of the in 
vitro sensitivity studies, erythromycin (2.4 
Gm. per day) and chloramphenicol (5.0 
Gm. per day) were administered. The ap- 
parent improvement was interrupted by a 
clinical and febrile relapse on the 14th day. 
Penicillin (6.0 million units per day) and 
probenecid (1.3 Gm. per day) were then 
added to the therapeutic regimen. This 
combination was continued for 8 days. The 
patient exhibited a slow but uneventful re- 
covery. 

Comment. It is difficult to state whether 
or not the addition of penicillin and pro- 
benecid was responsible for the cure ob- 
tained in this patient. The erythromycin- 
chloramphenicol combination may have suf- 
ficed. In support of this, the Schlichter 
titer was 1:32 while the patient was get- 
ting these two antibiotics. However, since 
some workers feel that high blood levels of 
penicillin should be maintained in the 
treatment of any case of staphylococcal 
septicemia, the addition of penicillin to the 
regimen cannot be criticized. It is possible 
that the therapeutic problems encountered 
in this patient may have been alleviated by 
a more direct surgical approach to the pur- 
ulent synovial cavity. 


SUMMARY AND CONCLUSIONS 


1. The therapy of staphylococcal sepsis 
has been reviewed. 

2. A combination of antibiotics should 
be utilized in the treatment of these 
infections. The antibiotics of choice 
should be selected individually for 
each case, depending upon in vitro 
studies. 

3. Surgical and supportive measures val- 
uable in the treatment of infections 
must be carried out. 
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4. Three cases of staphylococcal sepsis 
are presented to illustrate’ these 
points. 
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STUDIES ON THE STAPHYLOCOCCUS 


V Incidence and Significance of Staphylococcus 
from the Gastrointestinal Traci 


WILLIAM J. Hotitoway, M.D.* 


and 
ELvyn G. Scott, M.T.** 


Staphylococcus enteritis and pseudo- 
membranous enterocolitis have received 
much attention in the recent medical liter- 
ature. Controversy exists as to the role of 
the several possible etiological factors, one 
of these being the significance of bowel sta- 
phylococci as a precipitating or complicat- 
ing factor. This has led to further study in 
the general aspect of the staphylococcus as 
an enteric pathogen. 

Since routine plating media employed 
in enteric bacteriology do not encourage 
the growth of staphylococci, (in fact may 
prove inhibitory to the organism), one finds 
only scattered reports on the subject. How- 
ever, recent contributions indicate that al- 
though the ubiquitous staphylococcus is at 
times part of the normal fecal flora, it in- 
frequently behaves as an intestinal path- 
ogen. 

In 1944 Chapman’ reported a study of 
stool cultures from 24 chronic invalids, pre- 
sumably without gastrointestinal symp- 
toms, by using a selective medium (brom- 
thymol blue lactose agar with potassium 
tellurite). Coagulase-positive staphylococci 
were isolated from twelve patients (9.7 per 
cent), eleven of these also showing coagu- 
lase-positive staphylococci from their phar- 
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ynx. Although bacteriophage typing of 
these strains was not carried out, Chapman 
concluded that the organisms had been 
swallowed. Again, in 1945, Chapman’ re- 
ported the use of 7.5 per cent sodium 
chloride agar from isolation of staphylo- 
cocci, and concluded that this medium ef- 
fectively inhibited other bacteria, and en- 
hanced the growth of pathogenic staphylo- 
cocci. Using this medium he made 31 isola- 
tions of staphylococci from 102 fecal cul- 
tures (30.4 per cent). Draper and Brown,’ 
while studying the bacterial etiology of 
diarrhea in children, found Staph. aureus 
in 34 per cent of stools from 222 children 
with diarrhea, and in 2.8 per cent of stools 
from 254 children without diarrhea. They 
concluded that Staph. aureus was a fre- 
quent cause of diarrhea, particularly in 
younger children. On the other hand, 
Martyn,‘ investigating the relationship of 
staphylococci to infantile diarrhea and 
vomiting, found 46 per cent positive cul- 
tures from 122 controls. He concluded that 
the staphylococci isolated had little to do 
with the diarrhea and vomiting, and that 
the use of a selective salt medium account- 
ed for the high incidence. Prissick,’ of the 
Children’s Memorial Hospital in Montreal, 
added 7.5 per cent sodium chloride agar to 
the routine plating media for fecal cultur- 
ing, and found 45.8 per cent positive Staph. 
aureus cultures in 1173 stools from patients 
under two vears of age, as compared to 
28.2 per cent positive cultures in 490 Stools 
from patients over two years. She draws 
no conclusion as to the significance of these 
findings, except to state that it seems rea- 
sonable to consider that feces are equally 
important as nasal carriers as a source of 
staphylococcal cross-infection. 


The purpose of the present study was 
two-fold: (1) an attempt to throw further 
light on the significance of bowel staphylo- 
cocci, and (2) to evaluate selective media 
for isolating these organisms, and find out 


how they may best be used. 


MATERIALS AND METHODS 


One hundred and twenty stool and rectal 
specimens from 110 patients were plated 
on 7.5 per cent sodium chloride agar (BBL 
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Eugonagar and 7.1 per cent sodium 
chloride), along with the routine enteric 
media. Staphylococci were identified co- 
lonially after 48 hours incubation, gram- 
stained, and subcultured to blood agar for 
hemolysis and antibiotic susceptibility test- 
ing. Coagulase production was tested in all 
stains isolated. 


As a second study, 99 consecutive stool 
or rectal specimens were plated on blood 
agar, blood agar with 0.25 per cent phenyl- 
ethyl alcohol, and 7.5 per cent sodium 
chloride agar; along with the routine en- 
teric media. This was carried out to eval- 
uate the ease of isolation and identification 
of staphylococci on each of the three media. 


INCIDENCE OF STAPH. AUREUS 
IN STOOL CULTURES 


Infectious Non- Infectious 
Staph. Aureus Diarrhea Diarrhea Routine 
Present 10 4 4 
Absent 13 26 40 
CHART 1 
RESULTS 


A coagulase-positive Staph. aureus was 
isolated in 17.5 per cent (21 cultures) of 
the 120 specimens, and coagulase-negative 
Staph. albus in 36.6 per cent (44 cultures). 
Fifty-one per cent showed no staphylococci. 


Clinical data were available in 98 of the 
110 patients. These were divided as fol- 
lows: 23 cases of infectious diarrhea (fever, 
elevated leukocyte count and no other 
cause of the diarrhea evident), 30 cases of 
non-infectious diarrhea and 45 controls 
(mainly pre-employment food handler ex- 
aminations). 


In the control group, 8.8 per cent of the 
cultures showed coagulase-positive Staph. 
aureus. Of the non-infectious cases, 13.3 
yer cent were positive, and in the infectious 
diarrheas, 43.4 per cent showed coagulase- 
positive staphylococci. 


DISCUSSION 


Although there appears to be a signifi- 
cant increase in the number of positive 
isolations from the group of infectious 
diarrheas, and although the application of 
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chi? (9.1 when compared with control 
group) to these data suggests that sta- 
phylococci did not occur more frequently 
by chance alone, we cannot agree with 
some authors that the isolation of coagu- 
lase-positive Staph. aureus is direct proof 
of a cause-and-effect relationship. In only 
a single case of this entire study were we 
convinced that the isolation of Staph. 
aureus was of etiological significance. 


This patient was a 56 year old male with 
miliary tuberculosis. During the course of 
multiple antibiotic therapy, he developed 
an intractable diarrhea, from which we re- 
peatedly isolated a coagulase-positive 
Staph. aureus in large numbers. This strain 
appeared sensitive in vitro to erythromycin, 
which drug was subsequently administered, 
without improvement of the diarrhea. A 
coagulase-positive Staph. aureus was iso- 
lated from blood culture of the patient on 
the day of his death, and positive isola- 
tions were also obtained from heart blood 
and intestinal tract at necropsy. The 
changes in the intestinal tract were con- 
sidered compatible with staphylococcal en- 
terocolitis, although the presence of miliary 
tubercles in the intestinal wall complicated 
the pathological diagnosis. 

A second portion of this study was un- 
dertaken to determine the type of culture 
medium giving the optimal number of isola- 
tions of staphylococci from the intestinal 
contents. Three media, previously de- 
scribed, were plated simultaneously with 
fecal or rectal swab suspensions of 99 con- 
secutive specimens with the following re- 
sults: 


COMPARISON OF CULTURE MEDIA FOR ISOLATION OF 
STAPHLOCOCCI FROM FECAL SPECIMENS 


Number of Strains Blood Agar| Phenylethy! Alcohol 7. 5% Sodium 
leolated Blood Agar Chioride Agar 

4 Straine Staph. 

aureus, coagulase / ix 3x 4x 

26 Strains Staph. 

albus, coagulase 0 5x isx 20x 


CHART 2 


It became apparent, after observing the 
characteristics of these media, that blood 
agar plates offered little in the isolation of 
staphylococci, primarily because they were 
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frequently overgrown by spreading proteus 
colonies, thereby obscuring other organisms 
that may be present. The pigment produc- 
tion of Staph. aureus was definitely en- 
hanced on 7.5 per cent sodium chloride 
agar, and most gram-negative rods were 
suppressed or inhibited. However, hem- 
olysis production must be determined when 
using this medium, by subculturing to 
blood agar plates. Phenylethyl alcohol 
blood agar plates effectively inhibited the 
swarming of proteus, and demonstrated 
hemolysis adequately, although pigment 
production was not enhanced. 


It is our feeling that either of the latter 
two media can be used effectively for the 
isolation of staphylococci of intestinal ori- 
gin. We are of the further opinion that 
these selective media should not be used 
in a routine enteric procedure, but rather 
reserved for the study of patients in whom 
the diagnosis of staphylococcal enterocoli- 
tis is suspected. During the course of this 
study we have seen patients treated for 
staphylococcal enteritis, with no clinical 
evidence save the culture report. 


SUMMARY 


1. Coagulase-positive Staph. aureus was 
isolated from 17.5 per cent (21 
strains) of 120 consecutive stool cul- 
tures, using 7.5 per cent sodium 
chloride agar medium. 


2. A clinical evaluation of the patients 
from whom these strains were isol- 
lated indicates that ten of the 21 
strains may have been responsible for 
infectious diarrhea. Coagulase-posi- 
tive Staph. aureus was isolated from 
8.8 per cent of the controls. 


3. An evaluation of several culture 
media for the isolation of staphylo- 
cocci from the intestinal tract is pre- 
sented and their proper clinical use 
is suggested. 


G. H.: The isolat 


rytn, phylococcus pyogenes to 
with vomiting, Brit. Med. J. 2:1146, 


5. Prissick, F. H.: Antibiotic-resistant staphylococci and 
related infections, Am. J. Med. Se. 225: , 1953. 
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SKIN PLANING OF COSMETIC DEFECTS 


ELMER R. Gross, M.D.,* 
Wilmington, Del. 

Cosmetic defects on the exposed sur- 
faces produce a psychic trauma. That is 
particularly true of facial scarring. Beside 
the physical affects, the psychologic aspects 
may vary from a mild psychoneurosis to a 
deep-seated psychosis. 


EVOLUTION 


Cosmetic defects are amenable to sand- 
paper surgery, cryotherapy, local abrasive 
and chemotherapy, and abrasive mechan- 
otherapy. Each method’ has enjoyed com- 
parative success depending upon the opera- 
tor, his skill, and the technique employed. 

Iverson®:** introduced the sandpaper 
abrasive technique in 1947, which was per- 
formed under general anaesthesia as a hos- 
pital procedure. 

Cryotherapy was employed by Karp’ et 
al., and was a very popular technique used 
by dermatologists as an office procedure. 
Although of value in the local treatment of 
acne and certain naevi, it was not adequate 
for the treatment of scars. 

Local chemotherapy using phenol and 
trichloracetic acid was only partially suc- 
cessful and only safe in experienced hands, 
but still fraught with danger. Other meth- 
ods included abrasion with pumice and 
scarification. 

Dermabrasion, although not a new tech- 
nique, has become very popular, because it 
is an office procedure, relatively harmless 
and painless, and is successful in the treat- 
ment of certain cosmetic defects. 

Skin planing has undergone many modi- 
fications since it was introduced by Kro- 
mayer,‘ who used a variation of burrs pow- 
ered by a dental motor. His method did 
not become popular until Kurtin’ modified 
it by using ethyl chloride as a local anaes- 
thetic, a high speed electric motor, with a 
variation of stainless steel brushes, and an 
air blower to hasten evaporation of the 
ethyl chloride to make the operative sites 
rigid for planing. 


INDICATIONS 


Robinson® suggests the following cos- 
* Assistant in Dermatology, Delaware Hospital. 
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metic defects which are amenable to der- 
mabrasive surgery: 

1. Pitted scars: 

a. Smallpox 
b. Chickenpox 
c. Acneform lesions 
d. Furuncles 
2. Hypertrophic and deformed scars: 
a. Post-traumatic 
b. Acne keloid in white patients 
3. Nevi: 
a. Multiple intra-epidermic nevi 
b. Nevus flammeus 
c. Nevus unius lateralis 
4. Pigmentations: 
a. Chloasma 
b. Lentignes 
5. New growths: 
a. Keratoses 
b. Adenoma sebaceum 
c. Verrucae 
6. Miscellaneous: 
a. Tattoos 
b. Rhinophyma 
c. “Enlarged pores” 
d. Milia 

Abrasions of the skin by means of plan- 
ing results primarily in improvement of 
scars,’ chiefly the acneform, varioliform, 
varicelliform and traumatic types of scars. 

Freckles and chloasma types of pigmen- 
tation respond readily to planing. 

Traumatic tattoos are more amenable 
than acquired tattoos; in fact, acquired 
tattoos respond very poorly and may be 
replaced by a hypertrophic scar. 

Keloidal type lesions show the poorest 
response and are only replaced by other 
keloids despite administration of the proper 
dose of x-ray therapy following their re- 
moval. 

Since we have other simpler modalities 
at our disposal for the treatment of Naevi 
and new growths, planing should be re- 
stricted chiefly to scarring. 

Skin planing is an excellent treatment 
for acne, except that it is too radical to be 
used as a routine procedure. There is no 
contraindication to planing an acneiform- 
scarred skin in the presence of active acne 
lesions. Rein and Blau* have shown that 
pilo-sebaceous units are removed with this 
procedure. 
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PROCEDURE 


Male patients are advised to shave close- 
ly and women to remove all cosmetics. 

The patient is given 25 to 50 mg. of 
Demerol 4% hour before the procedure. It 
may be necessary to allay the anxiety of 
the patient by giving a sedative the night 
before the planing. 

Following the injection, the operative 
sites are washed with soap and water and 
swabbed with an appropriate antiseptic. 

The patient is draped with a disposable 
paper apron. The operator and assistant 
may wear plastic gowns. 

A refrigerant containing 75 per cent di- 
chlorotetrafluoroethane (freon) and 25 per 
cent ethyl chloride* is sprayed on the op- 
erative site covering an area of about 2 
square inches, care being taken to protect 
the eyes, auditory canal, lips, and nostrils 
with a gauze square when refrigerating 
near the aforementioned sites. This is the 
refrigerant of choice because it eliminates 
the necessity of a blower, is non-inflam- 
mable, does not give the patient a feeling 
of suffocation if inhaled, is non-toxic to the 
operator, and produces rapid refrigeration 
and anaesthesia to the desired depths and 
desired limits of the skin. 

The refrigerated areas are then abraded 
with a fast cutting stainless steel brush, 
propelled by an electrically driven motor 
capable of 15,000 revolutions per minute, 
until the entire face or involved areas have 
been completely planed. It is best to do 
the entire face in order to give a smooth 
and even appearance and to minimize lines 
of demarcation. 

Telfa dressings,** suggested by LeVan,’ 
are then applied to the abraded areas and 
are permitted to remain in situ for 48 
hours. Drainage is facilitated because the 
dressing is porous and is non-adherent, 
since the side that contacts the skin is 
lined with a non-wettable, perforated plas- 
tic film, yet it does not have to be held in 
place because of the cohesive action cre- 
ated by the drainage. 

The patient is given typewritten instruc- 
tions as to the follow-up care. 

After 48 hours, the drainage and edema 
will subside, crusts will form, which usually 


Gebauer Chemical Co., Cleveland, Ohio. 
** Bauer & Black. 


DELAWARE STATE MEDICAL JOURNAL 159 


exfoliate in 5 to 7 days. Healing is usually 
complete in 10 days, leaving a mild ery- 
thema of the skin for 6 to 8 weeks. 

Patients are advised to remain at home 
for 1 week, solely because of the appear- 
ance while the areas are healing. 

Improvement varies from 20 per cent to 
50 per cent after the first treatment. The 
maximum improvement is noted in three to 
six months. 

A single planing may suffice, but in some 
patients with more recalcitrant scars, up 
to four planings are needed for maximum 
improvement. The planing usually may be 
repeated at three month intervals or at the 
discretion of the physician. 


SEQUELAE 


The most common sequela is erythema 
which usually persists for six to eight weeks. 

In susceptible individuals the erythema- 
tous site will become hyperpigmented for 
six to eight months, until these areas grad- 
ually disappear. 

The appearance of multiple milia may 
occur, with superficial planing; however 
these may be simply removed. 

Hypertrophic scarring and keloids have 
been reported but the percentage is excep- 
tionally low. 

Grooving and gouging of planed areas 
may ensue if proper pressure is not ap- 
plied. 

Eczematization, usually a contact, may 
affect the newly planed sites within the 
first four weeks. Improper soaps, strong 
local sulfur applications, cosmetics, and 
resins from hair sprays are the common 
incriminating agents. 

Stimulation of junctional type naevi and 
melanomas is a possibility of superficially 
abrading these lesions. It is best to avoid 
these naevi when planing an area. 


QUESTIONNAIRE 


The following questionnaire was sent to 
120 patients: 
1. Did you experience any pain during 
the procedure? 
2. How long did the redness remain 
present on your skin? 
3. How soon after planing were you 
able to resume your normal duties? 
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Tetracycline Lederle 


in the treatment of 


infections in surgery 


The prevention and control of cellulitis, 
abscess formation, and generalized sepsis has 
become commonplace technique in surgery 
since ACHROMYCIN has been available. Leading 
investigators have documented such findings 
in the literature. 


For example, Albertson and Trout! have re- 
ported successful results with tetracycline 
(ACHROMYCIN) in diverticulitis, gangrene of 
the gall bladder, tubo-ovarian abscess, and 
retropharyngeal abscess. Prigot and his associ- 
ates? used tetracycline in successfully treating 
patients with subcutaneous abscesses, celluli- 
tis, carbuncles, infected lacerations, and other 
conditions. 


As a prophylactic and as a _ therapeutic, 
ACHROMYCIN has shown its great worth to 
surgeons, as well as to internists, obstetricians, 
and physicians in every branch of medicine. 
This modern antibiotic offers rapid diffusion 
and penetration, quick development of effec- 
tive blood levels, prompt control over a wide 
range of organisms, minimal side effects. There 
are 21 dosage forms to suit every need, every 
patient, including 


ACHROMYCIN SF 


ACHROMYCIN with STRESS FORMULA VITAMINS. 
Broad-range antibiotic action to fight infec- 
tion; important vitamins to help speed normal 
recovery. In dry-filled, sealed capsules for 
rapid and complete absorption, elimination 
of aftertaste. 


1Albertson, H.A. and Trout, H. H., Jr.: Antibiotics Annual 1954-55, 
Medical Encyclopedia, Inc., New York, N.Y., 1955, pp. 599-602. 


*Prigot, A.; Whitaker, J. C.; Shidlovsky, B. A., and Marmell, M.: 
ibid, pp. 603-607. 
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4. How many planing procedures have 
you had? 

5. Do you consider your skin improved? 

6. If improved, what percentage? 

7. Have you noticed a decrease or ab- 
sence of active acne lesions at the 
planed sites? 

8. Would you recommend planing to 
your family or friends with similar 
skin conditions? 

9. Would you repeat the procedure 
again, if deemed necessary for fur- 
ther improvement? 

10. Are you pleased with results ob- 
tained? 


ANSWERS TO QUESTIONNAIRE 


100 patients of 120 returned their ques- 
tionnaires or were interrogated. 

74 were female. 

26 were male. 

Age period ranged from 16 to 52. 

83 thought the procedure was painless. 

17 regarded it as a painful procedure ob- 
jecting primarily to the refrigerant. 

79 stated that the erythema persisted for 
6 weeks. 

21 stated that the erythema disappeared 
after 8 weeks. 

3 had a hyperpigmentation lasting for 
8 months. 

60 had 1 planing. 

32 had 2 planings. 

8 had 3 planings. 

91 considered themselves improved. 

9 did not notice any improvement. 


PERCENTAGE OF IMPROVEMENT 


No improvement—9 patients. 

20 per cent improvement— 6 patients. 
30 per cent improvement— 9 patients. 
40 per cent improvement—20 patients. 
50 per cent improvement—30 patients. 
60 per cent improvement—10 patients. 
70 per cent improvement— 9 patients. 
80 per cent improvement— 6 patients. 


(4 patients of this group had 2 planings.) 
(2 patients of this group had 3 planings.) 
90 per cent improvement— 1 patient. 


(this patient had 3 planings.) 
74 per cent would repeat the procedure. 


26 per cent would not repeat the proced- 
ure. 

87 per cent noticed a decrease in the ac- 
tivity of their acne lesions. 
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13 per cent thought their activity re- 
mained status quo. 


COMMENT 


Experience alone can dictate the depth 
of the planing. One can abrade down to 
the sweat gland level, since epithelium gen- 
erates from hair follicles and pilo-sebaceous 
units,* and since the face is richly seeded 
in these units, there is rapid re-epitheliaza- 
tion without clinical scarring. 

There is no contraindication to planing 
younger patients, since the removal of pilo- 
sebaceous units is conducive to lessened 
activity of an acne process. If there should 
be an exacerbation of the acne, it is usual- 
ly limited to non-planed areas. 

Previous superficial x-ray therapy is no 
contraindication to planing. 

There was a tremendous psychologic up- 
lift in all patients who were satisfied with 
their results. Even though perfectly smooth 
skin is impossible to obtain, yet satisfac- 
tory improvement is possible in all patients. 


CONCLUSION 


Skin planing is the method of choice for 
the treatment of pitted scars produced by 
acne. Each repeated planing will give im- 
proved results. It is a safe technique which 
offers the patient a ray of hope for the im- 
provement of his scars. This method will 
offer more for improvement of scars than 
any other procedure that we have at our 
disposal at present. Also, there is less like- 
lihood for acne lesions or cysts to appear 
at the planed sites. 

I wish to reiterate that in many instances 
the psychogenic effect far out weighs the 
physiological improvement. 
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MASSIVE GASTROINTESTINAL HEMORRHAGE 
DUE TO ESOPHAGEAL VARICES 
Ancus CAMERON, M.D.* 
and 
J. F. Hucues, M.D.** 


Esophageal varices are the cause of bleed- 
ing in 8 to 10 per cent of patients with 
massive hemorrage from the upper gastro- 
intestinal tract. These varices are second- 
ary to portal hypertension which is a pres- 
sure exceeding 300 mm. of water in the 
portal venous system. Portal hyperten- 
sion, in turn, may be the result of extra- 
hepatic, intrahepatic or suprahepatic block 
in the portal venous system. The bleeding 
usually follows erosion or perforation of a 
varix due to a sudden increase in pressure. 


PATHOPHYSIOLOGY 


A major revision of thought concerning 
hepatic circulation was started in 1877 
when Nikolai von Eck reported the suc- 
cessful experimental establishment of a 
porta-caval shunt. The portal vein, ac- 
cording to Whipple, carries about 75 per 
cent of the blood emptying into the liver. 
This blood carries nutrient material from 
the gastrointestinal tract and insulin from 
the pancreas, but very little oxygen. The 
hepatic arteries convey the other 25 per 
cent of blood which carries oxygen.* 

For all practical purposes, 80 per cent 
of esophageal varices are associated with 
portal or Laennec’s cirrhosis (intra-hepatic 
block), and the majority of the remaining 
cases fall into the so-called Banti’s extra- 
hepatic group. Obstruction to the portal 
venous return leads to dilatation and, final- 
ly, reverse flow in this valveless venous sys- 
tem. Esophageal varices are one of the col- 
lateral portal systemic venous shunts link- 
ing up the vasa breva and left gastric veins 
of the portal system with the azygos and 
hemi-azygos vein of the systemic network. 
These natural compensatory porta-caval 
shunts are not sufficient to lower the portal 
pressure and prevent esophageal hemor- 
rhage. Other collateral portal systemic 
shunts do occur between the superior and 
middle hemorrhoidal veins, and through the 
retroperitoneal venous system. The work 
of Herrick and McIndoe has established 


* Former Chief Resident in Su , Delaware Hospital. 
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that the essential physiologic change in cir- 
rhosis is a decrease in the total hepatic vas- 
cular bed, first affecting blood flow through 
the sinusoids. The markedly reduced por- 
tal contribution to sinusoidal flow is at first 
partly compensated by increased flow from 
the hepatic artery. As the cirrhosis pro- 
gresses arterial inflow is gradually shunted 
by presinusoidal arterio-venous communi- 
cators into the portal bed to drain through 
portal collaterals. It is in this stage of the 
disease that the hepatic cells become anoxic 
and portal pressure reaches extreme levels. 


MANAGEMENT OF PATIENTS 


Jahnke’® concluded that patients with se- 
vere liver dysfunction can be successfully 
operated upon if several factors are con- 
sidered. He advocated that all patients re- 
ceive endotracheal ether anesthesia and the 
operation be performed as rapidly as pos- 
sible. He also advised the continuous in- 
travenous infusion of aureomycin, 1 gram 
per day for three days, and then the oral 
administration of 750 mgm. daily for five 
days. The administration of this antibiotic 
protected the blood from bacteria or bac- 
terial toxins that may have been picked up 
from the intestines or peripheral circula- 
tion by the portal system. Shatten* made 
a bacteriologic study of the portal vein 
blood in man. Portal vein blood was ob- 
tained and cultured from 25 patients at the 
time of laparotomy. In all but three pa- 
tients, a sample of blood was obtained for 
culture concomitantly from an arm vein. 
He found a positive culture of portal vein 
blood in 33 per cent of the patients. The 
peripheral vein blood obtained concomi- 
tantly was negative. There was a predom- 
inance of gram positive cocci. The results 
of this study demonstrated that bacteria 
passed from the gastrointestinal tract to 
the liver by way of the portal vein. He 
concluded that there is continual seeding 
of the liver by bacteria that pass from the 
gastrointestinal tract to the liver by way 
of the portal vein. There is rationale for 
sterilizing the gastrointestinal tract at all 
instances in which there is significant de- 
gree of impairment of hepatic functions. 
Consequently, there is rationale for steriliz- 
ing the blood stream with antibiotics after 
porta-caval shunt. 
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SURGICAL PROCEDURES TO RELIEVE 
PorTAL HYPERTENSION 


At the present time there is no indica- 
tion for surgical intervention to relieve por- 
tal hypertension in cirrhotic patients with- 
out varices, or patients with varices who 
have not bled. The possible exception to 
this is the patient who has hypersplenism 
associated with cirrhosis. If splenectomy is 
performed it is often wise at this time to 
use the splenic vein which is considerably 
enlarged to form a spleno-renal shunt, as a 
prophylactic measure in the prevention of 
later portal hypertension.’ However, the 
production of a porta-caval anastomosis is 
superior to the splenorenal shunt. On an 
anatomic basis, the porta-caval shunt is 
larger because of the larger size of the ves- 
sels involved. It is more direct, in that the 
blood traversing the shunt runs only a few 
centimeters from the main tributary (the 
superior mesenteric vein) to the systemic 
system, instead of having to course through 
the longer splenic vein which is irregular 
and tortuous. An end-to-side porta-caval 
shunt carries nearly ali of the splanchnic 
blood from the moment of its production 
and is independent of the state of cirrhosis. 
It must then have a better chance of re- 
maining its original size. The spleno-renal 
anastomosis may become smaller and oc- 
clude during certain periods when the por- 
tal hypertension may be reduced under 
various physiological conditions. However, 
when there is thrombosis of the portal vein 
or the portal vein has undergone cavernous 
changes, it is impossible to do a porta-caval 
shunt, and in this instance, a spleno-renal 
shunt, if possible, has to be done. 


A patient having massive hemorrhage 
from esophageal varices is in a very dan- 
gerous situation. Immediate steps should 
be made to pass a Sengstaken-Blakemore 
tube. This may cause temporary control 
of bleeding. However, if the patient con- 
tinues to bleed massively with the tube in 
place he is then considered a candidate for 
intra-esophageal suture-ligature of the vari- 
ces. 

The operative procedure, with left trans- 
pleural approach, is performed and the 
method of direct ligature through a longi- 
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tudinal incision in the esophagus and up- 
per stomach is carried out. Linton treated 
14 patients by this operation and only had 
one fatality in the immediate postoperative 
period. Secondary bleeding occurred in five 
of the patients between the second week 
and the fifth month after operation. There- 
fore, he emphasized that porta-caval shunt 
should be performed within three to four 
weeks of the primary suture operation. 


The definitive surgical procedure to al- 
leviate portal hypertension is the porta- 
caval shunt. If ascites is present and does 
not respond to medical treatment, porta- 
caval shunt is contraindicated. If ascites 
is associated with the cirrhosis and is re- 
sponsive to medical treatment the patient 
can be operated on with this procedure of 
porta-caval shunt.‘ 

The best exposure for a_ porta-caval 
shunt is obtained with the patient in a 
semi-lateral position through a long, oblique 
thoraco-abdominal incision extending from 
just above the umbilicus through the eighth 
interspace well posterior to the lumbar 
muscles. It is advisable to do a spleno- 
portogram as soon as the patient has been 
anesthetized. If the portal vein is patent 
a right thoraco-abdominal incision will be 
made. If it is not patent, a left thoraco- 
abdominal incision can be done. In the 
event the spleen is small and the splenic 
vein would be unsatisfactory for anastomo- 
sis with the left renal vein, resection of the 
lower portions of the esophagus and the 
cardiac end of the stomach should be con- 
sidered. Portal portography is performed 
if the previous spleno-portograph is unsat- 
isfactory. 


PROGNOSIS 


Snell noted that 80 per cent of patients 
with cirrhosis die within a year of their 
first hemorrhage, and 50 per cent of deaths 
are from recurrent hemorrhage. Other 
studies have also concluded that the ma- 
jority of patients with cirrhosis will die 
within a year of the first bleeding episode. 
Frequently, varices may become a danger- 
ous factor in cirrhosis long before liver 
function is seriously impaired, and bleeding 
constitutes the main threat to life.’ Au- 
thoritative data reveals that death from 
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cirrhosis per se occurs in only about 15 per 
cent of patients with cirrhosis. Intercur- 
rent infection, especially pneumonia, is 
usually the actual cause of death. When 
death is due directly to cirrhosis, about 
one-third of such patients die of hemor- 
rhage, and two-thirds die of progressive 
liver failure. However, the incident of hem- 
orrhage, fatal and non-fatal, is 34 per cent. 
The operative mortality for shunt opera- 
tion is dependent upon whether or not the 
patient is a good risk according to Blake- 
more. He classified patients into Group A 
(good risk) and Group B (poor risk). 
Group A had a mortality rate of 9.3 per 
cent. Group B had a mortality of 39.9 per 
cent. Linton reported approximately 37 per 
cent mortality in the poor operative risk pa- 
tient. The laboratory evaluation of liver 
function helps to choose a candidate who is 
a good surgical risk. The four most reliable 
laboratory criteria are (1) serum albumin 
over 3 grams/100cc, (2) bromsulphalein re- 
tention under 15 per cent, (3) prothrombin 
time 60 per cent or greater, and (4) ce- 
phalin flocculation only one to two plus. 
The poor risk group have laboratory re- 
sults which fall short of these minimums. 
Linton considered the serum albumin level 
the most significant single test. He report- 
ed a mortality rate of 83 per cent when 
the level was less than 3 grams per cent. 
Linton‘ reported 79 patients in 1953. These 
patients had cirrhosis or so-called Banti’s 
syndrome. Mortality rate was 15 per cent. 
7.7 per cent of the patients had minor 
bleeding episodes, and 12 per cent had ma- 
jor bleeding episodes since the shunt. Only 
one patient died of hemorrhage from 
esophageal varices after the shunting pro- 
cedure. However, most of his shunts were 
spleno-renal anastomoses and probably a 
large number became occluded. Jahnke’ 
reported 37 operations performed for portal 
hypertension and esophageal varices. He 
had a_ postoperative mortality of two 
deaths. Ten of these patients had a serum 
albumin level less than 3 grams per cent 
and in this group the mortality was 3.7 per 
cent. Four patients had levels of less than 
2 grams per cent and there was one fatality 
in this group. 
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Case REPORT 


The patient was a 43 old Negro male 
who had a massive gastric hemorrhage in 
November 1954. He denied the excessive 
use of alcohol. Examination revealed a 
marked pallor and hepatomegaly. The 
hemoglobin was 6.6 Gm. per cent and the 
prothrombin time was 100 per cent. The 
serum albumin was 2.2 Gm. per cent and 
there was a 40 per cent Bromsulphalein 
retention. He received 10 liters of whole 
blood by transfusion, following which the 
bleeding stopped and his hemoglobin was 
11.0 Gm. per cent. An x-ray of the barium- 
filled esophagus revealed the presence of 
varices. The possibility of removal of these 
varices by surgical means was discussed 
but the patient refused to accept this treat- 
ment. 


He was again seen in May 1955 com- 
plaining of bleeding from the mouth and 
black tarry stools. His hemoglobin again 
rose to normal following blood transfusions 
and his bleeding again stopped. At this 
time he was convinced that an operative 
procedure might be helpful. On June 17, 
1955 a porta-caval shunt with an end-to- 
side anastomosis was performed. During 
the operation the pressure in the omental 
vein was 450 mm. of saline. Following the 
shunt procedure, the pressure in the portal 
system dropped to 250 mm. of saline. A 
biopsy specimen was taken from the liver 
and showed portal cirrhosis. 

It was noted that during the procedure 
the formation of ascites could be observed 
for the first time in this patient. His im- 
mediate postoperative course was difficult, 
with increasing ascites and anorexia. It 
was felt at one time that he was in pending 
hepatic coma. For this reason he was start- 
ed on 10 mgm. of metacortin four times 
daily, and there was a remarkable change 
in his condition. He began to eat, to feel 
well, and to get out of bed. However, the 
ascites persisted and he became quite gen- 
erally edematous. At this point he was 
transferred to the Medical Service and 
treated with repeated mercurials. These 
drugs caused considerable diuresis. The 
patient appeared to be in a “dry” condi- 
tion. He was tapered from his metacortin. 
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SURGICAL PROCEDURES TO RELIEVE 
PorTAL HYPERTENSION 


At the present time there is no indica- 
tion for surgical intervention to relieve por- 
tal hypertension in cirrhotic patients with- 
out varices, or patients with varices who 
have not bled. The possible exception to 
this is the patient who has hypersplenism 
associated with cirrhosis. If splenectomy is 
performed it is often wise at this time to 
use the splenic vein which is considerably 
enlarged to form a spleno-renal shunt, as a 
prophylactic measure in the prevention of 
later portal hypertension.' However, the 
production of a porta-caval anastomosis is 
superior to the splenorenal shunt. On an 
anatomic basis, the porta-caval shunt is 
larger because of the larger size of the ves- 
sels involved. It is more direct, in that the 
blood traversing the shunt runs only a few 
centimeters from the main tributary (the 
superior mesenteric vein) to the systemic 
system, instead of having to course through 
the longer splenic vein which is irregular 
and tortuous. An end-to-side porta-caval 
shunt carries nearly all of the splanchnic 
blood from the moment of its production 
and is independent of the state of cirrhosis. 
It must then have a better chance of re- 
maining its original size. The spleno-renal 
anastomosis may become smaller and oc- 
clude during certain periods when the por- 
tal hypertension may be reduced under 
various physiological conditions. However, 
when there is thrombosis of the portal vein 
or the portal vein has undergone cavernous 
changes, it is impossible to do a porta-caval 
shunt, and in this instance, a spleno-renal 
shunt, if possible, has to be done. 


A patient having massive hemorrhage 
from esophageal varices is in a very dan- 
gerous situation. Immediate steps should 
be made to pass a Sengstaken-Blakemore 
tube. This may cause temporary control 
of bleeding. However, if the patient con- 
tinues to bleed massively with the tube in 
place he is then considered a candidate for 
intra-esophageal suture-ligature of the vari- 
ces. 

The operative procedure, with left trans- 
pleural approach, is performed and the 
method of direct ligature through a longi- 
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tudinal incision in the esophagus and up- 
per stomach is carried out. Linton treated 
14 patients by this operation and only had 
one fatality in the immediate postoperative 
period. Secondary bleeding occurred in five 
of the patients between the second week 
and the fifth month after operation. There- 
fore, he emphasized that porta-caval shunt 
should be performed within three to four 
weeks of the primary suture operation. 

The definitive surgical procedure to al- 
leviate portal hypertension is the porta- 
caval shunt. If ascites is present and does 
not respond to medical treatment, porta- 
caval shunt is contraindicated. If ascites 
is associated with the cirrhosis and is re- 
sponsive to medical treatment the patient 
can be operated on with this procedure of 
porta-caval shunt.‘ 

The best exposure for a_porta-caval 
shunt is obtained with the patient in a 
semi-lateral position through a long, oblique 
thoraco-abdominal incision extending from 
just above the umbilicus through the eighth 
interspace well posterior to the lumbar 
muscles. It is advisable to do a spleno- 
portogram as soon as the patient has been 
anesthetized. If the portal vein is patent 
a right thoraco-abdominal incision will be 
made. If it is not patent, a left thoraco- 
abdominal incision can be done. In the 
event the spleen is small and the splenic 
vein would be unsatisfactory for anastomo- 
sis with the left renal vein, resection of the 
lower portions of the esophagus and the 
cardiac end of the stomach should be con- 
sidered. Portal portography is performed 
if the previous spleno-portograph is unsat- 
isfactory. 


PROGNOSIS 


Snell noted that 80 per cent of patients 
with cirrhosis die within a year of their 
first hemorrhage, and 50 per cent of deaths 
are from recurrent hemorrhage. Other 
studies have also concluded that the ma- 
jority of patients with cirrhosis will die 
within a year of the first bleeding episode. 
Frequently, varices may become a danger- 
ous factor in cirrhosis long before liver 
function is seriously impaired, and bleeding 
constitutes the main threat to life.’ Au- 
thoritative data reveals that death from 
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cirrhosis per se occurs in only about 15 per 
cent of patients with cirrhosis.’ Intercur- 
rent infection, especially pneumonia, is 
usually the actual cause of death. When 
death is due directly to cirrhosis, about 
one-third of such patients die of hemor- 
rhage, and two-thirds die of progressive 
liver failure. However, the incident of hem- 
orrhage, fatal and non-fatal, is 34 per cent. 
The operative mortality for shunt opera- 
tion is dependent upon whether or not the 
patient is a good risk according to Blake- 
more. He classified patients into Group A 
(good risk) and Group B (poor risk). 
Group A had a mortality rate of 9.3 per 
cent. Group B had a mortality of 39.9 per 
cent. Linton reported approximately 37 per 
cent mortality in the poor operative risk pa- 
tient. The laboratory evaluation of liver 
function helps to choose a candidate who is 
a good surgical risk. The four most reliable 
laboratory criteria are (1) serum albumin 
over 3 grams/100cc, (2) bromsulphalein re- 
tention under 15 per cent, (3) prothrombin 
time 60 per cent or greater, and (4) ce- 
phalin flocculation only one to two plus. 
The poor risk group have laboratory re- 
sults which fall short of these minimums. 
Linton considered the serum albumin level 
the most significant single test. He report- 
ed a mortality rate of 83 per cent when 
the level was less than 3 grams per cent. 
Linton‘ reported 79 patients in 1953. These 
patients had cirrhosis or so-called Banti’s 
syndrome. Mortality rate was 15 per cent. 
7.7 per cent of the patients had minor 
bleeding episodes, and 12 per cent had ma- 
jor bleeding episodes since the shunt. Only 
one patient died of hemorrhage from 
esophageal varices after the shunting pro- 
cedure. However, most of his shunts were 
spleno-renal anastomoses and probably a 
large number became occluded. Jahnke’ 
reported 37 operations performed for portal 
hypertension and esophageal varices. He 
had a_ postoperative mortality of two 
deaths. Ten of these patients had a serum 
albumin level less than 3 grams per cent 
and in this group the mortality was 3.7 per 
cent. Four patients had levels of less than 
2 grams per cent and there was one fatality 
in this group. 
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Case REPORT 


The patient was a 43 old Negro male 
who had a massive gastric hemorrhage in 
November 1954. He denied the excessive 
use of alcohol. Examination revealed a 
marked pallor and hepatomegaly. The 
hemoglobin was 6.6 Gm. per cent and the 
prothrombin time was 100 per cent. The 
serum albumin was 2.2 Gm. per cent and 
there was a 40 per cent Bromsulphalein 
retention. He received 10 liters of whole 
blood by transfusion, following which the 
bleeding stopped and his hemoglobin was 
11.0 Gm. per cent. An x-ray of the barium- 
filled esophagus revealed the presence of 
varices. The possibility of removal of these 
varices by surgical means was discussed 
but the patient refused to accept this treat- 
ment. 


He was again seen in May 1955 com- 
plaining of bleeding from the mouth and 
black tarry stools. His hemoglobin again 
rose to normal following blood transfusions 
and his bleeding again stopped. At this 
time he was convinced that an operative 
procedure might be helpful. On June 17, 
1955 a porta-caval shunt with an end-to- 
side anastomosis was performed. During 
the operation the pressure in the omental 
vein was 450 mm. of saline. Following the 
shunt procedure, the pressure in the portal 
system dropped to 250 mm. of saline. A 
biopsy specimen was taken from the liver 
and showed portal cirrhosis. 

It was noted that during the procedure 
the formation of ascites could be observed 
for the first time in this patient. His im- 
mediate postoperative course was difficult, 
with increasing ascites and anorexia. It 
was felt at one time that he was in pending 
hepatic coma. For this reason he was start- 
ed on 10 mgm. of metacortin four times 
daily, and there was a remarkable change 
in bis condition. He began to eat, to feel 
well, and to get out of bed. However, the 
ascites persisted and he became quite gen- 
erally edematous. At this point he was 
transferred to the Medical Service and 
treated with repeated mercurials. These 
drugs caused considerable diuresis. The 
patient appeared to be in a “dry” condi- 
tion. He was tapered from his metacortin. 
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He was discharged August 30, 1955. At 
present he is doing well. He has few com- 
plaints and is doing light work. He has had 
no gastrointestinal bleeding to date. 


CONCLUSIONS 


We believe that a patient with massive 
gastrointestinal hemorrhage due to bleed- 
ing esophageal varices associated with cir- 
rhosis of the liver and portal hypertension 
should be treated in the following manner. 
First, a Sengstaken-Blakemore tube should 
be inserted for control of the hemorrhage. 
Second, if hemorrhage cannot be controlled, 
intra-esophageal suturing of the bleeding 
varices should be performed. Third, if the 
patient has no ascites a shunt procedure 
should be done, preferably an end-to-side 
porta-caval shunt, three to four weeks later. 


REFERENCES 


a, <. E. and Parrish, C. M.: Portal hypertension, 
S in. North America, 667 (June) 1955. ; 

Laufman, H.: Ph iological basis for surgery in portal 
hypertension, S. Clin. North America, p. 113 (Feb.) 1954. 


~ 
3 

215°C 
§ 


5. Jahnke, E. J. Jr. and others: An evaluation of the 
shunt ———— for portal decompression, Surg., Gynec. 


6. Schatten, W. E. and others: A_bacteri ic study of 
portal vein blood in man, Arch. Surg. 71:404, 1955. 


CAUSTIC ESOPHAGEAL BURNS 
Review of the Literature 


JAMES M. Horrorp, M.D.* 


The caustic agents which commonly 
damage the esophagus are alkalis and 
acids.’ The alkalis cause more serious dam- 
age because they penetrate the deep layers 
of the esophagus by a liquefying necrosis. 
The acids, causing a coagulative necrosis, 
usually involve only the superficial layers. 

Frequently, a patient states that he took 
some caustic material into his mouth but 
spit it out immediately. This raises the 
question of whether any of the material 
actually made contact with the esophagus. 
It should be emphasized that it is quite 
possible under these circumstances that the 
patient may still burn his esophagus. The 
caustic material mixes with the saliva and, 
on subsequent swallowing, a small amount 
of the material does go down the esophagus. 
The concentration of the ingested sub- 
stance does not have to be great to injure 
the esophagus. 
¢ Assistant Medical Resident, Delaware Hospital. 
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There are two factors involved in esopha- 
geal burns; one is the concentration of the 
substance, and the other is the time of con- 
tact with the esophageal mucosa. 

One investigator has found the follow- 
ing: 

Sodium hydroxide 

3.8 per cent—10 seconds contact with 
esophagus involves the mucosa, the sub- 
mucosa and inner longitudinal layer of 
muscle. 

10.7 per cent—Necrosis to the circular 
muscle. 

16.4 per cent—Necrosis to the outer lon- 
gitudinal layer of muscle. 

22.5 per cent—Penetrates the entire 
esophagus. 

This is of significance when one considers 
that washing powders which are in use to- 
day have concentrations of caustic soda 
varying from 8 per cent to 50 per cent. 

Stothers? of New York listed in a paper 
47 chemicals which had caused esophageal 
burns. The substances are listed in the 
table below: 


Substance Total Cases Strictures 
Lye 22 12 
Ammonia 8 3 
Iodine 7 0 
Lysol 3 1 
Phenol 2 1 
Mercury bichloride 2 0 
Sulfuric acid 1 0 
Sodium hypochlorite 
(Clorox) 1 0 
Hydrochloric acid 1 1 
47 18 


Iodine, which patients often ingest in sui- 
cidal attempts, did not cause a single 
esophageal stricture in this series. How- 
ever, in a paper by Daly,' there were two 
cases of stricture due to iodine. 

Owens had 131 cases of chemical esopha- 
geal burns and listed the chemicals in- 
volved. In his series, 20 patients developed 
strictures, 19 of which were due to lye; one 
stricture was due to the ingestion of Clini- 
test tablets which contain lye. Lye is one 
of the main causes of esophageal burns. 

Hung, Huang and Lai,‘ from Taipeh, 
Taiwan, report that KiYU, or potassium 
carbonate, which is a household lye used 
in preparing food in that country, is a com- 
mon cause of esophageal burns. 
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We conclude from the above that if a 
patient has ingested lye he should be treat- 
ed vigorously as if the esophagus had been 
burned. If the patient has not ingested lye, 
the treatment may be more conservative. 


There are four main stages in the de- 
velopment of an esophageal burn. These 
are (1) necrosis, (2) ulceration, (3) granu- 
lation, and (4) scar formation. 


During the first two weeks, the acute 
phase, the necrotic area is surrounded by 
inflammation. The necrotic area sloughs 
and leaves an ulcer. “haracteristically 
these areas of ulceration are found in the 
following locations: (1) oral pharynx; (2) 
epiglottis; (3) posterior surface of the 
arytenoids; (4) cricopharyngeus; (5) cross- 
ing of the left main bronchus; (6) cardia. 
In the second week all coats of the esopha- 
gus are involved in the surrounding zone 
of inflammation, and this makes the esoph- 
agus itself thick and semi-rigid. During 
the third week, granulation tissue moves 
into the ulcerated area; fibroblasts lay 
down collagen and collagen fibers, so that 
during the process of healing, which takes 
months, areas of scar tissue form between 
areas of inflammation, and eventually the 
granulation tissue and final scar replace the 
ayea of inflammation and ulceration. When 
the whole process has burned itself out, we 
find that fibrous tissue has replaced the 
esophageal muscle layers, and that the 
esophageal mucosa is composed of stratified 
epithelium which is devoid of glands. 


Pathological changes may be found not 
only in the esophagus and its walls, but if 
the esophagus is penetrated the patient 
may develop a para-esophagitis, pleurisy, 
pericarditis, mediastinitis and even bron- 
cho-esophageal fistula. During the initial 
stages of esophageal burns the clinician 
should carefully examine the chest for any 
signs of the above complications. 


McKibben and Lee’ state that when cor- 
rosives are swallowed, the stomach as well 
as the esophagus may be involved, and 
stenosis may develop in the stomach. They 
presented four cases with stenosis of the 
esophagus and stomach. Three were due 
to sodium hydroxide, and one was due to 
hydrochloric acid. 


DELAWARE STATE MEDICAL JOURNAL 165 


In 1948 Gray and Holmes* reviewed the 
literature as far back as 1882. They found 
that pyloric stenosis was usually caused by 
hydrochloric acid. They listed a total of 
139 cases of pyloric stenosis due to the in- 
gestion of corrosives. It is usually thought 
that alkalis are neutralized by the normal 
acid content of the stomach and therefore 
do not injure the stomach. The ingestion 
of acids may be injurious to the gastric 
wall as they are not neutralized in the 
stomach. Sulfuric acid can cause damage 
to the esophagus and the stomach. It is 
not a common cause of pyloric stenosis be- 
cause its ingestion causes almost immediate 
death. 

The clinical course of esophageal burns 
can be divided into three phases: 

The acute phase, which lasts about three 
days, is associated with severe pain, dys- 
phagia, and a slight rise in temperature. 

The intermediate phase lasts two to six 
weeks. It is the phase which deceives the 
patient and the physician. There is grad- 
ual improvement and disappearance of 
symptoms which leads one to believe that 
all is going well. 

The chronic phase begins during the 
third to sixth week and lasts indefinitely. 
It is during this time that the dysphagia 
returns. 

Marchand’ lists some important signs 
and symptoms of esophageal burns. Shock 
may be seen. One cannot tell from the 
appearance of an esophageal burn whether 
or not a stricture will form. Marchand felt 
that oral burns may be considered as pre- 
sumptive evidence of esophageal injury. He 
observed that pain was present only during 
the first few hours after esophageal injury, 
and then, when the sensory nerve endings 
were destroyed, the pain disappeared. Re- 
currence of pain in these patients often 
suggested perforation of the esophagus with 
mediastinitis or some other complication. 
Vomiting or retching is often present, and 
one should look carefully in the vomitus 
for tissue or casts of the esophagus. Casts 
of the esophagus have been seen at the end 
of the first week. Anemia is sometimes 
seen. Acute dysphagia due to oral pain is 
never complete, and lasts only three to five 
days. If dysphagia persists longer, the 
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pharynx or esophagus are surely involved. 
Coughing on swallowing is sometimes seen. 
This is due to anesthesia of the larynx. 
Laryngeal spasm causes suffocation, but 
when the larynx relaxes there is an inrush 
of air and some caustic may enter the 
lungs. Three patients who died within 48 
hours had corrosive lesions of the treachea 
and bronchi, with pulmonary edema. 
Hoarseness may be due to laryngeal in- 
volvement. 

Once a stricture has developed in the 
esophagus, the physician should be on the 
alert at all times for the development of 
secondary complications. One of the most 
common of these is pulmonary disease, such 
as bronchitis, pneumonia, bronchiectasis, or 
lung abscess. Esophageal strictures of long 
standing may sometimes become malignant. 
Bigger and Vinson* reported 200 cases of 
lye burns. Carcinoma developed at the 
stricture site in seven cases. 

Probably the most important phase in 
the treatment of esophageal burns is dem- 
onstrating the presence of a burn in the 
esophagus. It is difficult to tell whether or 
not the esophagus has been injured in a 
case of caustic ingestion, even though the 
mouth and surrounding areas have been 
burned. There are two methods which can 
be used in diagnosis, x-ray and esopha- 
goscopy. 

X-ray is of unquestionable value once 
the stricture has developed. Whether or 
not x-ray can be used in the diagnosis of 
burns during the acute phase is question- 
able. Marchand has described x-ray pat- 
terns in esophageal damage. He states that 
there are four main patterns. In the first, 
barium enters the trachea. This, he states, 
shows only that the larynx has been injured 
and due to the anesthesia of the larynx, 
aspiration of foreign material is allowed. In 
the second pattern the esophagus is found 
to be completely atonic. He noted six such 
cases, and found that they all developed 
stricture. In the third pattern the esopha- 
gus is narrow and rigid. He has seven such 
patients, each of which developed exten- 
sive tubular stricture. The fourth x-ray 
pattern is that of the irritable esophagus. 
Of ten cases of irritable esophagus, three 
developed moderate stricture, four local 
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fibrosis, and three no injury at all. 

There seems to be little doubt among 
most writers on esophageal damage that 
esophagoscopy is the most useful and most 
accurate method of localizing and proving 
the presence of esophageal burns. Daly’ 
stated that every patient seen in his clinic 
who had a history of ingestion of corrosive 
material was examined with the esophagos- 
copy. General anesthesia was used for those 
patients who were unable to cooperate 
easily. He felt that it was safer to pass the 
esophagoscope during the first two weeks. 
He also stated that the esophagoscope 
should be passed down to the level at which 
a burned area could first be seen. It should 
not be passed over the burned area, but 
should be withdrawn. 


The treatment of esophageal burns is 
well outlined by Cody’ in 1954. The fol- 
lowing are listed as emergency measures: 

(1) Patient can be given weak vinegar 
and copious amounts of water, diluted 
orange juice, or 2 per cent acetic acid in 
an attempt to neutralize the caustic. 

(2) Small amounts of cream or olive oil 
may be given in an attempt at neutraliza- 
tion and to provide a protective covering. 

(3) As soon as possible a regular diet is 
given. 

(4) On the fourth to fifth day, the pa- 
tient is examined carefully. First the mouth 
and hypopharynx are examined. If any 
burns are found in the hypopharynx, the 
patient is assumed to have esophageal le- 
sions and is treated by bouginage with 
mercury-filled rubber dilators. If no le- 
sions are seen in the hypopharynx, the pa- 
tient is examined with the esophagoscopy 
under general anesthesia. If esophagoscopy 
reveals a lesion, bouginage is begun im- 
mediately, and continued daily for one 
month. At the end of one month of treat- 
ment the patient is examined a second 
time. Any lesions which are still present 
are an indication for continuation of daily 
bouginage for one month further. He be- 
lieves that the esophagus should be in a 
state of complete quiescence before treat- 
ments are discontinued. Most of these 
patients after being discharged from the 
hospital require periodic dilatation in the 
clinic. Very often, if dilatations are con- 
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tinued over long periods of time, patients 
learn how to pass their own dilators. It 
is of interest that in his series of twenty- 
three cases, all of which had lip and mouth 
burns, only twelve had actual esophageal 
damage. 

Whether or not bouginage is the proper 
method of treatment, once the acute phase 
has been passed, is a moot point. Daly’ 
states that in his 25 cases of corrosive 
esophagitis treated with bouginage, 21 were 
left with normal swallowing, and only four 
developed strictures. Marchand listed the 
reports of three investigators who used Sal- 
zer’s method of treatment. Salzer’s treat- 
ment consisted of using mercury weighted 
bougies and commencing with the dilatation 
within two to six days of injury. One 
group reported a total of 131 cases treated 
by Salzer’s method. They stated that 11.4 
per cent developed strictures, and 88.6 per 
cent in the end had no dysphagia. Another 
group listed 41 cases treated by Salzer’s 
method; 5 per cent of these developed 
stricture, and 95 per cent in the end had 
no dysphagia. The third group listed 21 
cases treated by this method, 19 per cent of 
which developed stricture, and 81 per cent 
ended with no dysphagia. 

Daly' states that failure of the bouginage 
treatment is shown when the patient is 
unable to swallow a larger bougie. This 
usually occurs within the second or third 
week. At this time the patient should 
swallow a string in order to maintain the 
esophageal lumen for bouginage by other 
methods. 

Often in the Emergency Room the prob- 
lem must be faced whether or not the 
patient’s stomach should be lavaged. As 
mentioned previously, acids are not neu- 
tralized in the stomach. It may, therefore, 
be wise to lavage the stomach in cases of 
acid ingestion, in order to prevent, if pos- 
sible, pyloric stenosis. 

Stothers*® stated that gastric lavage was 
performed in 14 of his acute cases and no 
ill effects were noted. In the literature 
herein reviewed no mention was made of 
any harmful effects of passing a gastric 
tube or lavaging the stomach. 

Other methods of treatment have been 
attempted in order to circumvent the bou- 
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ginage which is highly uncomfortable for 
the patient. In 1954 Owens’ in Los Ange- 
les had 131 cases, 20 of which developed 
stricture. In 78 of his cases a Levin tube 
was inserted for the first week. He stated 
that of all the cases who had the Levin 
tube inserted, only three developed stric- 
ture. Patients who had not had a Levin 
tube had a total of 17 strictures develop. 

Trules Leegaard’’® proposed external eso- 
phagotomy for purposes of inserting a tube. 
He states that this rests the esophagus, 
and at the same time acts as a collar me- 
diastinotomy. It also provides drainage, 
and prevents the development of medias- 
tinitis. He states that 47 patients have 
been treated by this method at the Riks 
Hospitalet, and Ulleval Sykehus. Forty- 
one of these were acute, severely burned 
patients. Followup of these 41 cases show- 
ed that two were dead, three were not 
found, 30 were free of symptoms, and six 
had some permanent symptoms. 


Once the diagnosis of an esophageal burn 
has been made, regardless of the method of 
treatment instituted, the question arises 
as to whether or not ACTH or cortisone 
would be of value. Clinical studies con- 
cerning this are not available at the pres- 
ent time, but basic experiments dealing 
with laboratory animals are available. 

Rosenberg et al'' in 1951 swabbed the 
esophagus of 26 rabbits for 60 seconds with 
5 per cent sodium hydroxide. In this ex- 
periment they used a control group and a 
second group treated with cortisone. They 
found that a majority of the control rab- 
bits survived; all of the survivors developed 
esophageal strictures. Less than half of 
the group given cortisone survived. A large 
number of the cortisone treated rabbits 
died of suppurative complications such as 
mediastinitis, empyema, lung and liver ab- 
scesses, pneumonia, and submucosal ab- 
scesses of the esophagus. It seemed quite 
striking, however, that only one of the cort- 
isone treated rabbits that survived develop- 
ed a stricture. The rest of the survivors 
were stricture free. 

Realizing that infection played a large 
role in the mortality among the cortisone 
treated group the experiment was repeated 
in 1953. This time Rosenberg’? had three 
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groups of rabbits, a control group, a cort- 
isone treated group, and a cortisone-pen- 
icillin treated group. 

He found, as in 1951, that nearly all of 
the control rabbits survived and most of 
them developed esophageal strictures. A 
large proportion of those treated with cort- 
isone alone died of infection. However, 
the number of esophageal strictures among 
the survivors was very low. In the group 
treated with penicillin and cortisone a 
large number survived and very few devel- 
oped esophageal strictures. 

In 1952, Weisskopf'* performed similar 
experiments upon dogs. He had a control 
group and a second group treated with 
cortisone and terramycin. He found, as 
had Rosenberg, that most of the control 
animals survived and nearly all developed 
esophageal strictures. In his group treated 
with cortisone and terramycin no animal 
developed an esophageal stricture. ; 

Kock and Floberg,'* in 1953, performed 
similar experiments using cats. They 
swabbed an area of the esophagus with 30 
per cent sodium hydroxide. The object of 
their work was to prove that combining 
penicillin and cortisone in the treatment 
of esophageal burns would allay the for- 
mation of fibrous tissue. They believed 
that cortisone lessened stricture formation 
by its inhibition of fibroblastic activity. 
They thought that penicillin prevented 
secondary infection and the subsequent de- 
velopment of granulation tissue. They 
found that cortisone combined with pen- 
icillin resulted in the least damage to the 
esophagus following caustic esophageal 
burns. 

DISCUSSION 


In view of these experimental data plus 
the ready availability of polyethylene tub- 
ing, ACTH and cortisone, it seems justified 
to suppose that the time-honored method 
of treatment of esophageal burns may soon 
be modified. 

A logical approach to therapy would con- 
sist of immediate symptomatic treatment 
followed as soon as possible by definitive 
diagnosis. This would be accomplished by 
examination of the esophagus with the 
esophagoscope, unless contraindicated be- 
cause of lesions in the hypopharynx. The 
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presence of a burn would be indication for 
antibiotic therapy, either with penicillin or 
terramycin. Insertion of a Levin tube or 
polyethylene tube should be accomplished. 
Treatment would be completed by giving 
cortisone which would be discontinued im- 
mediately should suppuration ensue. 


SUMMARY 

(1) Esophageal burns are _ reviewed 
from the standpoint of etiology, pathology, 
and clinical course. 

(2) Established methods of treatment 
are reveiwed from the literature. 

(3) Experimental treatment with ster- 
oids is reviewed. 

(4) A _ possible new therapeutic ap- 
proach based on experimental evidence is 
suggested. 
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MEDICAL REVIEW 
ACUTE NONSPECIFIC PERICARDITIS 
A. Henry Ciacett, Jr., M.D.* 
SYNONYMS: 

Acute nonsuppurative, acute serofibrin- 
ous, acute idiopathic, primary idiopathic, 
acute benign and acute relapsing pericardi- 
tis. 

DEFINITION: 

Acute nonspecific pericarditis is a clin- 
ical syndrome due to inflamation of the 
pericardium, the etiology of which is un- 
known. 

*Chief, Cardiovascular Section Memorial Hospital. 
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SYMPTOMS: 


The most characteristic symptom is chest 
pain, precordial or substernal, that may be 
severe and sustained; it usually is aggra- 
vated by deep breathing, motion, coughing 
and swallowing. The onset of pain is sud- 
den and accompanied by fever. There fre- 
quently is a history of an upper respiratory 
infection approximately two weeks before 
the onset of symptoms. 


PHYSICAL FINDINGS: 


The one consistent finding is the presence 
of a pericardial friction rub which appears 
with the onset of the symptoms and usually 
persists for several days. 


LABORATORY FINDINGS: 


Leucocytosis and elevated erythrocyte 
sedimentation rate are present at the onset 
of symptoms. X-ray examination of the 
chest may show evidence of pericardial ef- 
fusion. Electrocardiographic (ECG) 
changes (fig. 1) consist of elevated ST seg- 
ments and inverted T waves, the QRS com- 
plexes remaining normal. A characteristic 
feature is the rapid change in the ECG, 
changes occuring to and from normal dur- 
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ing a short period of time. This rapid 
change is contrasted to the slower, progres- 
sive change seen as the result of myocardial 
infarction. 


DIFFERENTIAL DIAGNOSIS: 


Rheumatic fever and tuberculosis must 
be ruled out in every patient who has peri- 
carditis. This is rarely difficult because the 
pericarditis associated with these condi- 
tions usually is painless, more likely to de- 
velop effusion and less likely to show rapid 
ECG changes. Cases have been reported in 
which pericarditis was mistaken for an 
acute abdominal disease; indeed, one pa- 
tient was operated upon for a suspected 
acute appendicitis. Abdominal symptoms 
are the exception, however, rather than 
the rule. The most important disease from 
which pericarditis must be differentiated 
is acute myocardial infarction (table 1). 
The patient with pericarditis rarely de- 
velops shock but this is a common com- 
plication of myocardial infarction. The 
patient with myocardial infarction develops 
fever, leucocytosis and increased erythro- 
cyte sedimentation rate on about the third 
day of the disease while these findings 
occur at the onset of pericarditis. 


DIAGN COS tS 


ACUTE NONSPECIFIC ACUTE MYOCARDIAL 
PERICARDITIS INFARCTION 
Severe - may be aggravated by Severe - usually constant 
PAIN 
yer moving - breat hing - coughing 
— | TEMP -W.BC- SED.RATE | Immediate Delayed 
z 
ge FRICTION RUB Immediate - persistent Delayed - evanescent 
7 PAST HISTORY Frequent U.R.I. Frequent angina 
T WAVES Inverted Inverted 
4 Elevated -no reciprocal Elevated- usually some 
ST SEGMENTS depression reciprocal 
“ | QRS COMPLEXES Normal Usually abnormal 
CHANGES Rapid - transitory Gradual - progressive 


Table 1 
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Fig. 1 


Fig. 1 —— Tracings over a six day period in case of acute 
benign pericarditis in healthy young adult admitted to 
hospital for ‘‘myocardial infarction’’. Note the rapid 
development with rapid return to normal of the ST seg- 
ment elevation and inverted T waves; QRS normal through- 
ovt. (From Clagett, A. H. Jr. ‘‘Electrocardiographic Note- 
book’"’.) 


PROGNOSIS: 


The prognosis is excellent for health and 
life. This is a non-fatal disease and compli- 
cations do not occur. The tendency to fre- 
quent recurrences is an annoying rather 
than dangerous feature. 


TREATMENT: 


The treatment of this condition is symp- 
tomatic. The pain frequently is relieved by 
an ice bag applied to the percordium. It 
is reasonable to assume that all of the anti- 
biotics have been used in the treatment of 
this disease. The evaluation of any drug 
therapy is difficult, particularly when one 
is studying a self-limiting disease, remark- 
ably free of sequellae. It is doubtful if the 
administration of any antibiotic has ap- 
preciably altered the course of this disease 
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or contributed to the comfort of the pa- 
tient. 


SUMMARY: 


Acute nonspecific pericarditis is a self- 
limiting disease. It is important that 
proper differential diagnosis be established 
between it and acute myocardial infarction. 
Accurate diagnosis will save the patient 
from the physical and phychological trau- 
ma that frequently occurs following the 
diagnosis of myocardial infarction. 
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“Urology Award - The American Urolo- 
gical Association offers an annual award of 
$1000 (first prize of $500, second prize 
$300 and third prize $200) for essays on 
the result of some clinical or laboratory re- 
search in Urology. Competition shall be 
limited to urologists who have been grad- 
uated not more than ten years, and to 
hospital internes and residents doing re- 
search work in Urology. 

The mirst prize essay will appear on the 
program of the forthcoming meeting of the 
American Urological Association, to be held 
at the Hotel William Penn, Pittsburgh, 
Pennsylvania, May 6-9, 1957. 


For full particulars write the Executive 
Secretary, William P. Didusch, 1102 North 
Charles Street, Baltimore, Maryland. Es- 
says must be in his hands before December 
1, 1956.” 
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Pending the appointment of an Editorial 
Board, the editorial policy of the Journal 
will be determined by the Publication Com- 
mittee. 

Every attempt will be made to uphold 
the high standards of Editorship set by 
Dr. Bird. Please remember, however, that 
Dr. Bird devoted a major portion of his 
life to this Journal being, in length of serv- 
ice, the senior state journal editor in the 
entire country. On the other hand, we are 
entering a new field with limited time avail- 
able to devote to its duties. 

This is your Journal and we will do 
everything possible to give you the type 
of journal that you desire. We can not 
read your mind but your Editor’s door is 
wide open and he will appreciate criticism, 
especially of a constructive nature. 

It would be helpful if we could find agree- 
ment on several basic ideas: 


The primary function of a State Journal 
is to publish medical news, the proceedings 
of the House of Delegates and the scientific 
papers read at the Annual Meeting. 

A State Journal should be a general 
journal, published for the benefit of physi- 
cians of varied interests. For this reason, 
articles limited to reports of detailed re- 
search that would interest only a small 
number of individuals have no place in this 
type of journal. Instead, the review article 
is a more suitable medium to keep the aver- 
age physician informed of the progress oc- 
curing in other branches of medicine. 

It is our belief that the review article is 
of great value and interest and we have 
arranged for articles on various subjects to 
be written by medical teachers. These will 
appear monthly under the heading of 
“Medical Review”. The first three review 
articles will be written by local physicians 
because of their willingness to submit ma- 
terial in time to meet the publication sched- 
ule; this fact is offered as an explanation, 
not an apology. 

A State Journal should provide an out- 
let for publication of material written by 
local physicians. It is doubtful, however, 
if any journal could long survive on such 
a limited diet. There is a need for articles 
written by physicians from other localities, 
particularly from teaching centers. Main- 
taining a proper balance between these dif- 
ferent types of material is a primary duty 
of the editor and his associates. 

Finally, we believe in the case report. 
This valuable medium of expression should 
form the backbone of any local journal. It 
is unfortunate that most physicians are de- 
terred from contributing to the literature 
through this medium by the mistaken idea 
that the case report is a thing of the past. 
They think that a case report should in- 
clude a detailed review of the literature but 
this is not true. A short, concise case re- 
port without review of the literature is a 
highly desirable item. 

This is your Journal. Tell us what you 
want. 
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DISABILITY FREEZE 


Editor’s note: The members of the Ad- 
visory Committee to the Department of 
Health, Education and Welfare were re- 
sponsible for establishing the medical stand- 
ards for the determination of disability 
under the recent revision of the Social Se- 
curity Act. It was also the responsibility 
of the Advisory Committee to inform the 
profession of the results of their work so 
that physicians and patients would be able 
to utilize properly the provisions of the new 
law. 

The following article is the material dis- 
tributed by the Committee. Dr. Lemuel 
C. McGee, Wilmington, is a member of the 
Committee. 

In recent months many physicians have 
heard from patients about the disability 
freeze provision in the social security law. 
This provision, added to the old-age and 
survivors insurance program in 1954, per- 
mits people who have prolonged total dis- 
ability to apply to have their social security 
records frozen for the period of their dis- 
ability. Thus, the time when they could 
not work and so had no earnings credited 
to their social security accounts does not 
count against them in determining their 
rights to benefits, nor the amount of bene- 
fits which will be payable to them at age 
65, or to their families in case they should 

Before a worker’s social security record 
can be frozen, he has to meet certain work 
requirements. His social security record 
up to the time of his disability must show 
that he was in fact a worker, with a fairly 
regular and recent work history. In addi- 
tion, he must be shown to have medically 
determinable physical or mental impair- 
ment severe enough to keep him from en- 
gaging in any substantial gainful activity— 
one which has existed for more than 6 
months, and is expected to last indefinitely 
or end in his death. 


Securing The Medical Evidence of Disability 


The medical evidence needed to estab- 
lish the nature and severity of the appli- 
cants disability, the date it began, and its 
prognosis comes from the doctor who has 
treated the worker and knows his case, or 


JuLY, 1956 


the hospital or institution in which the 
worker has been confined. A Medical Re- 
port form was designed to assist the physi- 
cian in furnishing the needed medical evi- 
dence and to indicate the nature and ex- 
tent of clinical detail which would be neces- 
sary. It is given to the applicant for the 
“disability freeze’ and he is asked to have 
it filled out by the physician most familiar 
with his impairment. The form itself is 
modeled closely after the medical report 
used by major life insurance companies in 
their disability claims work. In adapting 
it for use in the “freeze” program, the rec- 
ommendations of a Medical Advisory Com- 
mittee were closely followed. This Com- 
mittee, composed of well qualified repre- 
sentatives of the medical and related non- 
medical professions, gives advice and guid- 
ance to the Social Security Administration 
on the medical aspects of the “disability 
freeze” program. 

If you have received this medical form 
to fill out for any of your patients, you are 
probably aware that the law makes the 
disabled worker responsible for seeing that 
medical evidence is submitted for him and 
for paying any costs involved. The law 
does not permit the Government to pay any 
costs in connection with securing the medi- 
cal evidence needed for a determination 
of disability. You may also know that to 
insure the confidentiality of the medical 
evidence, the medical report form is not to 
be returned to the patient, but is to be 
mailed by the physician direct to the local 
social security office. This office, incidental- 
ly, is ready to furnish additional informa- 
tion to the physician concerning the medi- 
cal report form and the operation of the 
disability freeze. 


Determining Disability 

Determinations as to disability based on 
the evidence submitted are made under an 
agreement with the Federal Government, 
by professional members of an agency of 
the State in which the applicant resides. 
In most States, this is the vocational re- 
habilitation agency. Since referral of dis- 
abled individuals for any rehabilitative serv- 
ices which might return them to gainful 
work is an important aspect of the pro- 


/ 
‘ 
| 
for 
pad 
| 
. 
= 
ae 
ae 
niet 
ae 
rip 
kent, 
| 
| 
| 
| 
q 
ate 
> 


JULY, 1956 


gram, each person applying for the social 
security disability freeze is told about the 
availability of vocational rehabilitation 
services. 

On the professional team in the State 
agency at least one member is a doctor of 
medicine. The team reviews and evaluates 
all medical evidence assembled in the appli- 
cants file, as well as such non-medical fac- 
tors as age, education and occupational ex- 
perience. Certain medical guides and stand- 
ards, worked out with the advice of the 
Medical Advisory Committee are used in 
the consideration of the medical evidence. 
But, although these guides and standards 
can be applied in most cases, they are not 
rigid and arbitrary. The final determina- 
tion in each case is based on all the avail- 
able facts on the individual’s impairment 
and vocational history, and, there is con- 
sultation among physicians in any border- 
line situation. 


Guides to Filling Out the Medical Report Form 


No matter how good the standards, nor 
how considered the judgment of the re- 
viewing team, the determination reached 
can be no sounder than the evidence upon 
which it is based. To make sure that he 
is providing sufficient medical evidence for 
a prompt and fair determination, the doc- 
tor will want to consider the following 
guides in filling out medical report forms 
for those of his patients who have applied 
for the social security disability freeze: 

First, include sufficient clinical detail to 

enable the reviewing team to make a 

sound determination as to the severity 

and extent of the patient’s current con- 
dition; 

Second, give enough of the clinical his- 

tory to provide information as to when 

the disability began, and when it became 
so severe as to keep the patient from 
working; 


Third, describe the probable course of the 
condition from now on, so that a deci- 
sion can be reached as to whether the 
impairment is likely to continue indefin- 
itely, or end in death, or whether it is 
self-limiting, or remediable in the forsee- 
able future. 
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Fiske Essay on Infertility 


The Trustees of America’s oldest medical 
essay competition, the Caleb Fiske Prize of 
the Rhode Island Medical Society, an- 
nounce as the subject for this year’s dis- 
sertation “THE PRESENT DAY TREAT- 
MENT OF INFERTILITY”. The dis- 
sertation must be typewritten, double 
spaced, and should not exceed 10,000 
words. A cash prize of $350 is offered. 
Essays must be submitted by January 10, 
1957. 

For complete information regarding the 
regulations write to the Secretary, Caleb 
Fiske Fund, Rhode Island Medical Society, 
106 Francis Street, Providence 3, Rhode 
Island. 


1957 Prize Essay Contest 


The Council on Undergraduate Medical 
Education of the American College of 
Chest Physicians offers three cash awards 
to be given annually for the best contribu- 
tions prepared by undergraduate medical 
students on any phase in the diagnosis and 
treatment of chest diseases (heart and/or 
lungs). 

Upon the recommendation of the Coun- 
cil, which was approved by the Board of 
Regents of the College at their recent an- 
nual meeting, the awards will be increased 
for the 1957 contest. The first prize will 
be $500; second prize will be $300; and 
third prize $200. Each winner will also 
receive a certificate of merit. 

The winning contributions will be select- 
ed by a committee of chest specialists and 
will be announced at the 23rd Annual 
Meeting of the American College of Chest 
Physicians to be held in New York City, 
May 29-June 2, 1957. All manuscripts be- 
come the property of the American College 
of Chest Physicians. 

Applicants are requested to study the 
tormat of DISEASES OF THE CHEST, 
the official journal of the College, as to 
length, form, and arrangement of illustra- 
tions to guide them in the preparation of 
the essay. A copy of the College journal 
will be sent upon request. The following 
conditions must be observed: 


1. The completion of an application 
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form, which may be obtained by 
writing to the Executive Director, 
American College of Chest Physi- 
cians, 112 East Chestnut Street, 
Chicago 11, Illinois, U.S.A. 


Five copies of the manuscript type- 
written in English (double spaced) 
should be submitted to the College 
offices in Chicago not later than 
April 10, 1957. 

The only means of identification of 
the author shall be a motto or other 
device on the title page and a sealed 
envelope bearing the same motto on 
the outside, enclosing the name and 
address of the author. 


Announcement of the Van Meter Prize Award 


The American Goiter Association again 
offers the Van Meter Prize Award of $300.- 
00 and two honorable mentions for the best 
essays submitted concerning original work 
on problems related to the thyroid gland. 
The award will be made at the annual 
meeting of the Association which will be 
held in the Hotel Statler, New York, New 
York, May 28, 29 and 30, 1957, providing 
essays of sufficient merit are presented in 
competition. 

The competing essays may cover either 
clinical or research investigations, should 
not exceed 3,000 words in length and must 
be presented in English. Duplicate type- 
written copies, double spaced, should be 
sent to the Secretary, Dr. John C. Mc- 
Clintock, 149% Washington Avenue, Al- 
bany 10, New York, not later than January 
15, 1957. The committee who will review 
the manuscripts is composed of men well 
qualified to judge the merits of the com- 
peting essays. 

A place will be reserved on the program 
of the annual meeting for the presentation 
of the winning essay by the author if it is 
possible for him to attend. The essay will 
be published in the annual proceedings of 
the Association. 


“The Commission on Nutrition of the 
State Medical Society is now making avail- 
able a new revised edition of its MANUAL 
OF STANDARD THERAPEUTIC 
DIETS. The first edition, issued several 
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years ago, proved so popular that supplies 
were soon exhausted. 

Over 30 separate diets are presented. 
These cover a wide variety of nutrition 
needs from liquid diets through soft diets 
to various types of modified diets. Recom- 
mended daily dietary allowances are given 
as well as a food composition table for a 
short method of dietary analysis. The 
Manual is being sold for $1 per copy. 

The Manual is being offered at no charge 
to all Senior Medical Students in the six 
medical colleges in Pennsylvania. Distri- 
bution of the Manual to this group will im- 
press the students with the importance of 
diet therapy in medical practice and will 
acquaint them with one of the most impor- 
tant educational services of the State Med- 
ical Society. 

You may obtain copies of the Manual by 
sending $1 in cash, check or money order 
to: 

The Commission on Nutrition 
230 State Street 
Harrisburg, Pennsylvania 


American College of Physicians 

Receives Research Grant 
A research grant of $43,100.00 has been 
awarded the American College of Physic- 
ians for the period September 1, 1956, 
through August 31, 1957, by the Depart- 
ment of Health, Education, and Welfare of 
the Public Health Service in furtherance of 
its project to evaluate internal medicine in 
hospitals. This project, “to establish a 
minimal standard of quality and efficiency 
of the practice of internal medicine in hos- 
pitals,” was initiated in early 1956, by the 
College’s Committee on Criteria for Hos- 
pital Accreditation, under the chairman- 
ship of Dr. Arthur R. Colwell, Sr., F.A. 
C.P., Chicago. 

The Director of the study is Dr. Marion 
A. Blankenhorn, F.A.C.P., Cincinnati, who 
is devoting his full time to the project. A 
pilot study of approximately one hundred 
representative hospitals is being conducted 
by observing practice methods with par- 
ticular reference to internal medicine. 
Twenty or more mature and responsible 
physicians are being sent to selected sites 
to observe current practices; to record the 
type of patient admitted to a hospital, the 
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diseases, length of stay and the means em- 
ployed for diagnosis and treatment; and to 
classify findings - viz., approved, provision- 
ally approved, and not approved. A search 
is being directed to the mechanics of inter- 
nal medicine as practiced in a wide variety 
of circumstances (large, small, voluntary, 
taxsupported, private, teaching or non- 
teaching), especially the use of clinical la- 
boratory devices; habits of consultation, 
and use of ancillary skills such as physical 
medicine, rehabilitation, preventive med- 
icine and others. Such observations and 
records will be edited by the Director and 
reviewed by the Committee on Criteria. 


Whereas appraisal of medical care will 
be the primary objective, information will 
be gathered also regarding internships and 
residencies in Medicine where such pro- 
grams exist. Close liaison will be main- 
tained with the Council on Medical Educa- 
tion and Hospitals of the American Medical 
Association and appropriate committees in 
the Association of American Medical Col- 
leges. The Committee does not suggest 
that this pilot study shall substitute for 
any part of the present programs of the 
Joint Commission on Accreditation of Hos- 
pitals or the Council on Medical Education 
and Hospitals of the A.M.A., but will pro- 
ceed parallel to the existing programs of 
both, probably leading to some revision in 
their Internal Medicine policies in the 
future. 


Developments in surgical research, tech- 
niques and philosophy will be discussed 
during the world’s largest meeting of sur- 
geons, the 42nd annual Clinical Congress 
of the American College of Surgeons, in 
San Francisco, October 8 through 12, 1956. 
More than 10,000 surgeons, physicians, 
students, and related medical personnel 
from all parts of the nation and many for- 
eign lands are expected to attend. 


Dr. Frank Gerbode, San Francisco, As- 
_gociate Professor of Surgery, Stanford Un- 
iversity School of Medicine, is Chairman of 
the local Advisory Committee on Arrange- 
ments. 

For the first time, student representa- 
tives from sixteen medical schools will at- 
tend the Clinical Congress, at College ex- 
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pense. The College believes that educa- 
tion obtained through attendance at scien- 
tific programs such as the Congress is as 
valuable to students as to practicing phy- 
sicians. in support of this belief, and in 
cooperation with Deans of approved med- 
ical schools of this country and Canada, it 
is planned that a number of senior medical 
students will attend Congress meetings 
every year. Schools will participate in 
rotation, depending upon the geographic 
location of the meeting. Students will be 
selected by vote of their classmates. At the 
Congress, Fellow-sponsors will meet with 
and advise the students daily, to insure 
that each student obtains the maximum 
benefit from this educational experience. 

The Congress program will include post- 
graduate courses, panel discussions, sym- 
posia, color television from H. C. Moffitt 
Hospital, cine clinics, motion pictures, sur- 
gical forum sessions and scientific and tech- 
nical exhibits. Both general surgery and 
the surgical specialties will be represented 
throughout the program. 

Major addresses will be presented bv 
Dr. Daniel C. Elkin, Lancaster, Ky., incom- 
ing President of the College, and by Dr. 
Vannevar Bush, New York, noted engineer 
and scientist. Dr. Michael L. Mason, Chi- 
cago, will give the annual Oration on Tra- 
uma, speaking on “The Treatment of Ope. 
Wounds.” On the final evening, October 
12, initiates will be presented for Fellow- 
ships, Honorary Fellowships conferred, and 
officers inaugurated. 

Dr. J. Garrott Allen, University of Chi- 
cago, and Dr. H. Glenn Bell, University of 
California, are in charge of the television 
program. Dr. Hilger P. Jenkins, Chicago, 
is in charge of the motion picture presenta- 
tions, Dr. Roy B. Cohn, San Francisco, is 
public relations chairman, and Dr. John W. 
Cline, San Francisco, heads the committee 
to welcome distinguished visitors. 

Headquarters for the Congress will be 
the Civic Auditorium, with some of the 
scientific sessions scheduled at the Fair- 
mont and Mark Hopkins Hotels. 

Dr. I. S. Ravdin, Philadelphia, is Chair- 
man of the Board of Regents of the College, 
and Dr. Paul R. Hawley, Chicago, is The 
Director. Dr. Warren H. Cole, Chicago, 
is retiring President of the College. 
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International College of Surgeons 
To Hold Annual Congress 


The 21st Annual Congress of the United 
States and Canadian Sections, Interna- 
tional College of Surgeons, will be held in 
the Palmer House, Chicago, September 9- 
13. The meeting will be attended by surgi- 
cal celebrities from many foreign countries 
as well as from all parts of the United 
States and Canada. 


The International House of Delegates 
also will meet in the morning of the open- 
ing day, Sunday. In the afternoon, the 
House of Delegates of the United States 
Section will convene for the biannual elec- 
tion of officers and for other business. 


General assemblies will be held mornings 
and afternoons, Monday through Thurs- 
day. Section meetings at the same hours 
will cover coloproctologic surgery, neuro- 
surgery, obstetrics and gynecologic surgery, 
occupational surgery, ophthalmology and 
otorhinolaryngology, orthopedic surgery, 
plastic surgery, rehabilitation services, sur- 
gical nurses and urologic surgery. 


A film forum will be presented on Mon- 
day evening. All-day scientific motion pic- 
ture programs will be given Monday 
through Thursday. 


The annual banquet will be on Wednes- 
day evening. The annual convocation will 
take place in the Civic Opera House on 
Thursday evening. 


The Canadian Section will hold a busi- 
ness meeting Monday afternoon and its 
dinner will be given that evening. A daily 
program will be presented by the Woman’s 
Auxiliary. There will be daily tours 
through the International Surgeons Hall of 
Fame. 


A special post-assembly clinical day, 
open to all physicians, will be held in the 
Cook County Hospital on Friday. 


Dr. Raymond W. McNealy, Chicago, is 
general chairman; Dr. Peter A. Rosi, Chi- 
cago, program chairman; Dr. Karl A. 
Meyer, Chicago, and Dr. Lyon H. Appleby, 
Vancouver, B.C., co-chairmen; Dr. Ross T. 
McIntire, Chicago, executive director. 
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Further information may be had by writ- 
ing to the Secretariat, International Col- 
lege of Surgeons, 1516 Lake Shore Drive, 
Chicago 10, Illinois. 


All work in education and leadership 
training is a part of health education, 
particularly if mental health aspects are 
included. Magda Kelber, M.D., European 
Conference on Health Education of the 
Public, London, England, April 10-18, 
1953. 


The organization and development of 
the tuberculosis movement have not only 
fitted in with the whole American con- 
cept of voluntary leadership in public 
health and social welfare effort, but have 
also given great impetus to this very 
movement. A very important phase of 
American life is carried on by volunteers. 
No great public civic movement makes 
real headway without the participation 
of large numbers of citizens. The tuberc- 
ulosis movement stands in the forefront 
of these movements and can with justifi- 
cation point with satisfaction to the 
great body of volunteers organized in 
nearly every state and county of the 
United States as a potent force that has 
brought the tuberculosis movement to its 
present status. In this way, it has laid 
the foundation for volunteers to play an 
ever-increasing part in the ultimate con- 
trol of tuberculosis, to the point where 
it no longer is a serious threat to Amer- 
ican public health. Bailey B. Burritt, 
NTA Bulletin, May, 1954. 


Taking reasonable action is not a sim- 
ple business. To act in any personal mat- 
ter with peace of mind one needs to 
know what one ought to do, one needs 
the wish and the energy to do it, and 
finally one must have the courage to take 
the consequences of what one has done. 
John Burton, M.D., European Confer- 
ence on Health Education of the Public, 
London, England, April 10-18, 1953. 
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A RESEARCH MILESTONE 
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Nilevar* 


(BRAND OF NORETHANDROLONE) 


Searle’s New and Practical Steroid 


Specifically for Protein Anabolism— 


It has long been recognized that a substance 
which would promote protein arabolism would 
be of inestimable value in therapy. The andro- 
gens have this property, but unfortunately they 
also exert actions on secondary sex characteris- 
tics. These effects are commonly undesirable in 
therapeutic programs. 

THE FIRST STEROID WITH ANABOLIC SPECIFICITY — 
Nilevar, the newest Searle Research develop- 
ment, therefore, meets a long desired clinical 
need because Nilevar presents the first steroid 
primarily anabolic for protein synthesis. More- 
over, Nilevar is without prominent androgenic 
effects (only about one-sixteenth of that exerted 
by the androgens). 


OBJECTIVE AND SUBJECTIVE RESPONSE — Orally ef- 
fective, Nilevar therapy is characterized by re- 
tention of nitrogen, potassium, phosphorus and 
other electrolytes in ratios indicative of protein 
anabolism. Moreover, subjectively the patient 
observes an increase in appetite and sense of 
well-being. 

WELL TOLERATED — Nilevar has an extremely low 
toxicity. Laboratory animals fail to show toxic 
effects after six months of continuous adminis- 
tration of high dosages. Nilevar should not be ad- 
ministered to patients with prostatic carcinoma. 
Nausea or edema may be encountered infre- 
quently. Slight androgenicity may be evidenced 
on high dosage or in particularly responsive 
individuals. 

MAJOR INDICATIONS—Preparation for and recov- 
ery from surgery; supportive treatment of serious 
illnesses (pneumonia, poliomyelitis, carcinomato- 
sis, tuberculosis); recovery from severe trauma 
and burns; decubitus ulcers; care of premature 
infants. 

DOSAGE—The daily adult dose is three to five 
Nilevar tablets (30 to 50 mg.) but up to 100 mg. 
may be administered. For children the average 
daily dose is 1 to 1.5 mg. per kilogram of body 
weight; individual dosages depend on need and 
response to therapy. 

suppLty—Nilevar is available in uncoated, un- 
scored tablets of 10 mg. G. D. Searle & Co., Re- 
search in the Service of Medicine. 


*Trademark of G. D. Searle & Co, 
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a pause for reflection ... Operation finished. ] You sit back and 
relax. Blockain* anesthesia lasted long enough with one small injection so that you 
were easily able to proceed from incision to closure without pause for reinjection. ° 
Longer anesthetic duration ... You did that accurate reapproximation of skin 
edges without distortion from freshly introduced anesthetic. And more, Blockain 
persisted post op.—you had no complaints of uncomfortable splints, dressings or 
tender tissues. Rapid onset, too... You recall that the pre-incision wait was 
avoided. A case to remember: A 78-year-old patient, arteriosclerotic, poor liver 
function with a transcervical fracture of left femur, underwent a one-hour-and-20- 
minute operation, involving internal fixation of the fracture and the placement of a 
Smith-Petersen nail, with one injection of Blockain. Effect of anesthetic: “excel- 
lent.” Onset of anesthesia: “rapid.” Only 60 ec. of Blockain was used. A whiff of 
nitrous oxide was given at the time of actual hammering, to spare the patient emo- 
tional trauma. There were no side effects. BLOCKAIN, 30 cc., 0.5% (5 mg./cc.). 
Write GEORGE A. Breon & Co., 1450 Broadway, N. Y. 18 for additional information. 


2+PROPOKY ULRIVATIVE OF 2-DIETHYLAMINOETHYL 4-AMINOBENZOATE. * BRAND OF PROPOXYCAINE HYDROCHLORIDE BREON. 
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NOW AVAILABLE... 


a unique new antibiotic 
of major importance 
PROVED EFFECTIVE AGAINST 


SPECIFIC ORGANISMS 
(staphylococci and proteus) 


RESISTANT TO ALL OTHER 
ANTIMICROBIAL AGENTS 


. 


SPECTRUM—most gram-positive and certain 
gram-negative pathogens. 


ACTION—bactericidal in optimum concen- 
tration even to resistant strains. 


TOXICITY—generally well tolerated. This is 
more fully discussed in the package insert. 


ABSORPTION—oral administration produces 
high and easily-maintained blood levels. 


INDICATIONS — cellulitis, pyogenic derma- 
toses, septicemia, bacteremia, pneumonia 
and enteritis due to Staphylococcus and infec- 
tions involving certain strains of Proteus vul- 
garis; including strains resistant to all other 
antibiotics. 


DOSAGE—four capsules (one gram) initially ye 
and then two capsules (500 mg.) twice daily. 
Philadelphia 1, Pa, 


SUPPLIED—250 mg. capsules of “CATHOMY= piston or Muncx & Co., Inc. 
cin’, bottles of 16. 


‘CATHOMYCIN’ is @ trademark of Merck 3 Co., Inc. 


- 
f 
2 
‘ 
4 
. 
‘ 
d 
é 
3 


XXxVili DELAWARE STATE MEDICAL JOURNAL JuLY, 1956 


WAWASET ROAD 
(Route 842) 


WEST CHESTER, 
PENNSYLVANIA 


A recognized private psychiatric hospital. Complete modern diag- 
nostic and therapeutic services. Qualified physicians may retain 
supervision of patients. 


Moderate rates. 


Telephone West Chester 3120 
H. VAN DER MEER, M.D., Medical Director MRS. W. J. HANLEY, Superintendent 


After making rounds at 
THE DELAWARE HOSPITAL 
Stop 
and 
Visit 
Our Newly Remodeled 
Store 
14th & Washington Sts. 
Luncheonette 
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ROUTINE 
CO-ADMINISTRATION 
MEANS 


Clinical evidence!.2-3 indicates that 
to augment the therapeutic advan- 
tages of prednisone and prednisolone, 
antacidsshould be routinely co-admin- 
istered to minimize gastric distress. 


References: 1. Boland, E. W., J.A.M.A. 160:613, 
956. 2. olis, H. M., a 
J.A.M.A. 158: 454, June 11, 1955. 3. Bollet, A. J., 
at ai. J.A.M.A. 158:459, June 11, 1955. 


*CO-DELTRA’ and ‘CO-HYDELTRA’ are the trademarks of Merck & Co., Inc. 


ALL THE BENEFITS OF THE “PREDNI-STEROIDS” PLUS POSITIVE ANTACID ACTION TO MINIMIZE GASTRIC DISTRESS 
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2.5 mg. or 5 mg. prednisone or prednisolone with E> : 
50 magnesium trisilicate ; 
and 300 mg. aluminum hydroxide gel. 
Co., Inc. 
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POLYMYXIN B—BACITRACIN OINTMENT 


For topical use: in % oz. and 1 oz. tubes, 


or ophthalmic use: in % oz. tubes. 


Bra BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. ¥, 
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organomercurial diuretics 
ingestion of 
J OHN G. MERKEL enough salt to make food 
& SONS palatable; without them, 
many patients would lose 


Physicians—Hospital— | their appetites, a conse- 
quence of the salt-free diet 
avi which has occasionally been 
PHONE 4-8818 known to cause serious 


malnutrition. 


801 N. Union Street 
* Modell, W.: The Relief of Symptoms, Phil- 
Wilmington, Delaware adelphia, W. B. Saunders Company, 1955, 
pp. 265-266. 


$3 


integrated relief ... TABLETS (yellow, coated), each 
50 mg. Trasentine® 
mild sedation hydrochloride CIBA) and 20 mg. phenobarbital. 


A visceral spasmolysis 
Summit, N. J. mucosal analgesia avaezen 
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WE CORDIALLY INVITE YOUR INQUIRY 
for application for membership which affords 


protection against loss of income from accident 

and sickness (accidental death, too) as well as Baynard Optical 
benefits for hospital expenses for you and all 


your eligible dependents. Company 


Prescription Opticians 


We Specialize in Making 
Spectacles and Lenses 
According to Eye Physicians’ 
Prescriptions 


5TH AND MARKET STS. 
WILMINGTON, DELAWARE 


| Physicians’ and Surgeons’ 


PHYSICIANS PROFESSIONAL 
SURGEONS 

Liability Insurance 


Thorough Investigation And Saves You The 
High Costs Of Litigation. 


The Only Plan Which Is Officially Sponsored 
By Your Local Medical Society 


The New Castle County Medical Society 
The Kent County Medical Society 
The Sussex County Medical Society 


WRITE OR PHONE 


$4.500.000 ASSETS 


'$23.800.000 PAID FOR BENEFITS J. A. Montgomery, Inc. 
DuPont Bldg. 10th & Orange Sts. 

87 Years of Dependable Service 

Phone Wilmington 8-6471 


If it’s insurable we can insure it 
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FRAIM’S DAIRIES 


Quality Dairy Products 


Fince 1900 


GOLDEN GUERNSEY MILK 


Wilmington, Del. Phone 6-8225 


EVERY WOMAN 


flowers WHO SUFFERS 
Geo. Carson Boyd IN THE 
at 216 West 10th Street 
MENOPAUSE 
Phone 8-4388 
DESERVES 
To keep “PREMARIN: 
your car running 
Better-Longer 
widely used 
dependable friendly 
Services you find at natural, oral 
your neighborhood 
Service estrogen 
Station 
A Store for... 
Quality Minded Folks 
LEIBOWITZ’S 
224-226 Market Street 
5645 
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patients 
with moderately 
severe and severe 
cardiac failure, 
neohydrin 
is the oral diuretic 


of choice.’’* 


* Moyer, J. H., and others: 
J. Chronic Dis. 2:670, 1955. 


ECKERD’S 
DRUG STORES 


COMPLETE 


DRUG SERVICE 
FOR 


PHYSICIAN - PATIENT 
BIOLOGICALS 
PHARMACEUTICALS 
HOSPITAL SUPPLIES 
SURGICAL BELTS 
ELASTIC STOCKINGS 
TRUSSES 


513 Market Street 723 Market Street 
900 Orange Street 

Manor Park DuPont Highway 

Merchandise Mart Gov. Printz Blvd. 


about 


46 CALORIES 


per 18 gram slice 


WHEAT, WHOLE WHEAT AND FLAKED OR 
ROLLED WHEAT FLOURS, YEAST, MOLASSES, 
SALT, HONEY, MALT, CARAMEL, SESAME SEED, 
YEAST FOOD, WITH AN ADDITION OF WHOLE 
RYE, OATMEAL, SOYA, GLUTEN AND BARLEY 
FLOURS, PLUS DEHYDRATED VEGETABLE FLOURS, 
INCLUDING CARROT, SPINACH, KELP, LETTUCE, 
PUMPKIN, CABBAGE, CELERY AND PARSLEY. 
CALCIUM PROPIONATE ADDED TO 
RETARD SPOILAGE. 

Boked exclusively FOR YOU by 


W e maintain 


prompt city-wide 


delivery service 
for prescriptions. 


fe 
CAPPEAU’S, INC. 


PHARMACISTS 
Wilmington, Del. 


AS NEAR AS YOUR TELEPHONE 
Ferris Rd. & 


Delaware Ave. W. Gilpin Drive 
& Dupont St. Willow Run 
Dial OL 6-8537 WY 4-3701 


Under License By National Bakers Services, Inc., Chicago 
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NOW AVAILABLE... 


a unique new antibiotie 
of major importance 
PROVED EFFECTIVE AGAINST 


SPECIFIC ORGANISMS 
(staphylococci and proteus) 


RESISTANT TO ALL OTHER 
ANTIMICROBIAL AGENTS 


SPECTRUM—most gram-positive and certain 
gram-negative pathogens. 


ACTION—bactericidal in optimum concen- 
tration even to resistant strains. 


TOXICITY—generally well tolerated. This is 
more fully discussed in the package insert. 


ABSORPTION—oral administration produces 
high and easily-maintained blood levels. 


INDICATIONS — cellulitis, pyogenic derma- 
toses, septicemia, bacteremia, pneumonia 
and enteritis due to Staphylococcus and infec- 
tions involving certain strains of Proteus oul- 
geris; including strains resistant to all other 
antibiotics. 


DOSAGE—four capsules (one gram) initially ene 
and then two capsules (500 mg.) twice daily. 


SUPPLIED—250 mg. capsules of “CaTHomy- Inc, 


cin’, bottles of 16. 


‘CATHOMYCIN’ is a trademark of Merck & Co., Inc. 
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PATENTED ARCH SUPPORT CONSTRUC- 
TION — WIDE STEEL SHANK IMBEDDED 


IN PLASTIC COMPOUND * 


POLIOMYELITIS 
® Insole extension and wedge at inner corner of IMMUNE GLOBULIN 


heel where support is most needed. (human) 
% The patented arch support construction is gvaran- 
teed not to break down. 

®@ Innersoles guaranteed not to crack or collapse. 

®@ Foot-so-Port lasts designed and the shoe construc- 
tion engineered with orthopedic advice. 


® Conductive Shoes for surgical and operating room : , 
personnel. N.B.F.U. specifications. For the modification of 


@ We are also the manufacturer of the Gear-Action 
Shoe designed by noted orthopedic surgeon. measles and the prevention 


® We moke more shoes for polio, club feet and dis- . . ° 
abled feet than any other shoe manufacturer. or attenuation of infectious 


Send for free booklet, ‘‘The Preservation of the Function of the hepatitis and poliomyelitis. 
Foot Balancing and Synchronizing the Shoe with the Foot."’ 


Write tor details or contact your local FOOT-SO-PORT 
Shoe Agency. Refer to your Classified Directory LEDERLE LABORATORIES DIVISION 


Foot-so-Port Shoe Company, Oconomowoc, Wis. amenscan Cyanamid company 
A Division of Musebeck Shoe Company PEARL RIVER, NEW YORK 


Enjoy instant, plentiful hot water 


For downright convenience, With an Automatic Gas 
comfort and health of your 
family — you should have 
an ample, reliable supply 
of hot water! With an Auto- 
matic Gas Water Heater in 
your Home, you're sure of 
all the hot water you want, 
when you want it. For light- 
ening household tasks, 
bathing, cleaning, dish- 
washing, laundering and 
many other uses. Besides, you save time and 
worry, for you're sure of constant water tempera- 
tures at low cost. Arrange for the installation of 
an Automatic Gas Water Heater in your home now. 
Ask your Plumber, or stop in to see us. 


DELAWARE POWER € LIGHT CO. 
"The Ap Sowsce” 
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HydroCortone -T.B.A. 


produces superior results — greater : 


symptomatic relief and longer-lasting 
remissions —in both rheumatoid 
arthritis and osteoarthritis. 


SUPPLIED: SALINE SUSPENSION HYDROCORTONE-T.8.A.—25 mG./CC., VIALS OF CC. 


J. L, Ann. New York 1, May 27, 1955. Philad elphia 1, Pa. 
Division oF Merck & Co., INc. 
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PARKE 


Of Fine Foods 


COFFEE ‘TEAS 
SPICES CANNED FOODS 
FLAVORING EXTRACTS 


L. H. Parke Company 
Philadelphia - Pittsburgh 
7746 Dungan Rd., Phila. 11, Pa. 


PATRONIZE 
OUR 
ADVERTISERS 


George T. Tobin & Sons 


BUTCHERS 


NEW CASTLE, DELAWARE 
Phone N. C. 3411 
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ANNOUNCING « « 


a new agent for treatment of 


metabolic insufficiency 


Because it exerts its metabolic effect directly at the cel- 
lular level, ‘Cytomel’ offers the first positive treatment 
for the many clinical problems caused by metabolic in- 
sufficiency—such as physical sluggishness, slowed-down 
mental capacity and decreased emotional control, and 
decreased function in various organs and organ systems. 


‘Cytomel’ works swiftly—a positive effect will often be 
seen within several days in patients suffering from meta- 
bolic insufficiency. 

‘Cytomel’ Tablets are available in two strengths: 


5 meg. and 25 meg. of L-triiodothyronine, S.K.F., as 
the sodium salt. In bottles of 100. 


Smith, Kline & French Laboratories, Philadelphia 
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